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Chapter 1: Whole Thesis Abstract 
 
Background: Depression within the older adult population is common. Previous reviews of 
the literature have considered the efficacy of psychological therapies for older adults. 
However, they have exclusively focussed on evidence provided by randomised controlled 
trials neglecting emergent evidence from other therapeutic modalities. 
 
Despite the efficacy of psychological and pharmacological treatments many depressed older 
people go without treatment.  The barriers to treatment remain unclear, however the literature 
has previously suggested that they may fall within three factors; patients, health care 
providers and health care organisations. This study focussed on patient related factors. The 
literature has suggested that older adults not be as accurate in recognising symptoms of 
depression than adults of working age. In turn, lack of recognition of the presence of a mental 
health problem may influence older adult’s attitudes to seeking psychological help. The 
literature suggests a number of factors may influence treatment seeking attitudes in older 
people. These may include accuracy of depression recognition, cognitive fusion; engagement 
in valued activities although these did not appear to have previously been considered.  
 
Aims:  The aims of this thesis were addressed by the systematic review of the literature and 
empirical research paper comprising it.  
 Systematic review aimed, in light of a recent efficiency target issued by the The 
Scottish Government to update the literature relating to the efficacy of standalone 






The empirical article had two overall aims. It sought to determine the predictive effect 
of attitudes to ageing and degree of depression on older adult’s ability to conceptualise their 
symptoms of psychological distress as depression. This study also sought to consider, in light 
of a paucity of empirical evidence to date, the relative predictive effect of attitudes to ageing, 
depression, recognition of depression symptoms, cognitive fusion and engagement in valued 
activities on the treatment seeking attitudes of a cohort of depressed older adults.  
 
Method: A systematic review of the literature was undertaken to consider the efficacy and 
efficiency of psychological therapies in the treatment of late life depression.  
An empirical cross sectional survey recruiting older adults (n = 281), aged ≥ 65 years 
was undertaken to examine the effects of depression, cognitive fusion, attitudes to ageing, and 
valued behaviour on attitudes to seeking professional psychological help.  
 
Results: In the systematic review, of the 1493 articles identified 11 were retained for review. 
Papers reviewed considered the effectiveness psychological interventions including: 
Cognitive Behavioural Therapies, Reminiscence Therapies, Acceptance and Commitment 
Therapy and Problem Solving Therapy.  
 The results of the statistical analysis in the empirical work suggested that a significant 
proportion of ‘depressed’ older adults (n = 43) recruited to our study were not able to 
recognise they were depressed at the time of their participation in the study. A binomial 
logistic regression suggested that depression severity rather than attitudes to ageing predicted 
depression recognition in this sample. A hierarchical multiple regression undertaken to 
analyse the predictive influence of depression, depression recognition, cognitive fusion, 
attitudes to ageing and engagement in valued activities suggested that non of these variables 




Conclusions: Our results demonstrate that there is increasing evidence that some 
psychological therapies could be offered as alternatives to antidepressant medication for older 
people and within an efficient model of stepped care.  
 The results of the empirical element of this project suggest that attitudes to ageing and 
cognitive fusion are both predictors of attitudes to treatment seeking.  The results further 
suggest that many depressed older people don’t recognise when they are depressed suggesting 
a lack of mental health. These findings suggest several implications for clinical practice, 




Chapter 2: Systematic Review 
Are psychological therapies effective as a standalone treatment for 
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 This systematic review is produced according to the guidance for authors from Aging and Mental Health. 






Previous reviews have considered the efficacy of psychological therapies for older adults. 
However, they have focussed solely on evidence provided by randomised controlled trials 
which has neglected emergent evidence from other therapeutic modalities. 
Aims: 
The Scottish Government has recently issued the National Health Service in Scotland with an 
efficiency target relating to the prompt delivery of psychological interventions.  The purpose 
of this review is to update the literature relating to the efficacy of standalone psychological 
therapies for older adults and to consider the efficiency implications of the results. 
 
Method: 
Medline and Psychinfo were searched for the following terms depress*, affective disorders, 
mood disorders, age*, old* geriatr* psychother* psychol* in addition to special issues of 
journals and relevant authors. Those which met all inclusion criteria were retained for method 
review and quality assessment. 
 
Results: 
1493 articles were identified and 11 were retained for review. Four papers examined the 
effectiveness of Cognitive Behavioural Therapies, four focussed on Reminiscence Therapies, 
two considered Acceptance and Commitment based interventions and one considered the 






We present evidence to support the efficacy of CBT and reminiscence therapy and we can be 
increasingly confident about their generalisability to the older adult population.  We also 
found preliminary evidence to suggest that other therapies, including ACT, cCBT and PST 
are demonstrating effectiveness in this population. 
 We demonstrate that there is increasing evidence to suggest that some psychological 
therapies could be offered as alternatives to antidepressant medication for older people and 
begin to consider how these interventions might fit within the current model of stepped care 
employed in NHS Scotland.   
 




























The literature has become more concerned with the psychological treatment of depression in 
older people (Laidlaw & Panacha, 2009). This has been furthered due to the worldwide trend 
towards an aging population and the associated increase in the number of older people who 
will experience mental health problems (Laidlaw, 2001).  
The Scottish Government has set a specific HEAT (Health improvement, Efficiency, 
Access to service and Treatment) target relating to the provision of psychological therapy in 
Scotland (The Scottish Government, 2012).  HEAT targets offer an internal management 
system for the National Health Service (NHS) which allows the national monitoring of 
service delivery (The Scottish Government, 2014).  The HEAT target relating to the provision 
of psychological therapy states that Health Boards should: 
‘Deliver faster access to mental health services by delivering 18 weeks referral to 
treatment for psychological therapies from December 2014’ (The Scottish 
Government 2012, pg.17) 
This target applies across the age span and is applicable to service provision for older people.  
To implement the target, services need to make available the most effective and efficient 
forms of psychological treatment (The Scottish Government, 2012). Efficacy and efficiency 
are empirical questions that can be answered by systematic review of the efficacy literature, 
with results being extrapolated to routine service settings.   
What are psychological therapies? 
The Scottish Government (2011) recognise that ‘psychological therapies’ is a term is widely 
used to cover a range of practices, they, therefore, offer this definition: 
‘‘ Psychological Therapies’ refers to a range of interventions, based 
on psychological concepts and theory, which are designed to help 




and relationships in order to relieve distress and to improve 
functioning” (The Scottish Government, 2011,  p.20). 
Are models of psychological therapy the same for adults and older adults? 
Older people may understand their difficulties within a different framework to younger adults 
(Knight, 2004). The literature suggests  that this cohort  are more likely to present to their GP 
with physical symptoms relating to depression rather than emotional based difficulties, even 
if these are the underlying cause of the problem (Fiske,Wetherell & Gaske, 2009; Speer & 
Schneider, 2003). Differences in the presentation of mental distress has provoked continued 
discussion in the literature regarding the optimal means of delivering psychological therapies 
to older people, namely whether adaptations are required to improve their efficacy in this 
population (Laidlaw, 2001; Laidlaw, Thompson and Gallagher-Thompson, 2004; Knight, 
2004). 
Why do we need to know the effectiveness of psychological therapies independent of 
antidepressant medication? 
Antidepressant medication is a recommended treatment for major depression in older 
adulthood (Bartel et al., 2002). However, it may not be appropriate in all cases (NICE, 2009). 
The National Institute for Health and Clinical Excellence (NICE) Guidelines (2009) state that 
when treating depression a number of factors should be taken into consideration. These 
include patient choice, past experience of depression treatment and any contraindicated 
medical conditions.  
  Mintzer and Burns, (2000) note that later life is often a time of increased physical 
illness. The Royal College of Physicians (1997) noted that medications for older adults 
accounted for 45% of all UK prescribing and appropriate attention is not always paid to 




particular attention should be paid when prescribing antidepressant and psychotropic 
medications in this population. Drug interactions can cause dangerous anticholinergic side 
effects in addition to increased risk of falls and serious cardiovascular side effects (Landi, et 
al., 2005; Mintzer & Burns, 2000; Pacher & Kecskemeti, 2004).  
 Older people may be reluctant to be prescribed antidepressants for a variety of reasons 
including; fear of addiction and poor prior experience with depression medication and may 
prefer psychological therapy as a treatment option (Givens et al., 2006; Layard, 2006). Indeed, 
a study undertaken by Gum et al. (2006) found that the older people they sampled would 
prefer a counselling or psychological approach to antidepressant medication.     
Why it is important to conduct this review? 
The Scottish Government recently provided a guide to delivering psychological therapies 
(Scottish Government, 2011), which suggests that some therapies are effective in treating 
depression in older people. However, this document is subject to a number of limitations. It is 
not a systematic review and relies on evidence provided by other reviews and RCTs (Scottish 
Government, 2011).  As a result, the evidence presented is subject to inconsistent inclusion 
criteria and lacks clarity regarding the effectiveness and efficiency of treatments without 
medication augmentation (e.g. Arean et al., 1993; Gallagher-Thompson, Hanley-Peterson, & 
Thompson, 1990; Scottish Government, 2011 Wilson, et al, 2008).   
 We considered the recent literature concerning the efficacy of psychological therapies 
for depression and found two relatively recent reviews. A Cochrane Review (Wilson, 
Mottram and Vassilas, 2008) considered whether psychotherapy interventions are effective in 
the treatment of depression in later life, and compared psychological therapies to determine 
their relative efficacy.  A further review undertaken by Kiosses, Leon and Areán (2011) also 




personality variables which may account for variability in people’s ability to respond to 
psychological therapy.   
The inclusion criteria of these reviews varied with regard to the standalone 
effectiveness of these interventions. Wilson et al. (2008) excluded any trials where 
psychological therapies were augmented. Therefore, we can be relatively confident in the 
standalone effectiveness of the therapies included in this review and the applicability of the 
findings to those older people who are not suitable candidates for antidepressants. However, 
Kiosses et al. (2011) allowed trials where antidepressants were used in addition to therapy. 
Consequently, we cannot be as clear about the independent effectiveness of the therapies 
presented.  
Randomised controlled trials (RCTs) are considered to be the most reliable means of 
determining the effects of an intervention, but they may lack external validity (Rothwell, 
2005). By only considering RCTs, emerging evidence about potentially useful interventions 
which offer additional treatment choices and real world applications are overlooked (Evans 
and Pearson, 2001; Kirkevold, 1997; Masley, Gillanders, Simpson and Taylor, 2012). These 
factors are important in our understanding of treatment efficacy and efficiency in the context 
of aiding psychological therapies services to meet the current access target (Scottish 
Government, 2011). 
The recent reviews of psychological therapies in older adults also rely exclusively on 
RCTs. Wilson et al. (2009) found twelve RCTs which were eligible for review.  The trials 
included were all cognitive behavioural (CBT) or psychodynamic psychotherapies.  Kiosses 
et al. (2011) identified six RCTs for review.  They found supportive evidence, for problem 
solving therapy (PST), adapted cognitive behavioural therapy (CBT) and Treatment Initiation 




might be expanded if evidence from controlled or uncontrolled trials were considered (Masley 
et al., 2012). 
Further supporting the rationale for this review is the constant evolution of 
psychological literature. The data from the Wilson et al. (2008) and Kiosses et al. (2011) 
reviews were collected in 2006 and 2010 respectively. It is likely that there have been 
developments in the literature since these reviews were undertaken. We, therefore, considered 
this an appropriate opportunity to review the literature relating to the standalone effectiveness 
of psychological therapies for depression in older people. As the review undertaken by 
Kiosses et al. (2011) allowed the inclusion of augmented therapy, the limit for our review was 
set at 2006 when Wilson et al. (2008) concluded their search of the available literature.  
Method: 
The following search terms (depress*, affective disorders, mood disorders, age*, old* geriatr* 
psychother* psychol*) were identified and specifiers suggested by the searched databases 
were included. 
Search terms were run through Medline and Psychinfo to access psychological literature. 
In addition to searching these databases, special issues of journals relating to the review topic, 
reference lists of included papers, and authors with particular interest in the area of the review 
were also searched for relevant papers. The titles of the results identified by the databases, 
journal and author searching were screened using the following criteria. 
 English language only. It was beyond the scope of our review to undertake 
translations. 
 2006 to 2014 (April): The review by Wilson et al. (2008) suggested there was a lack 
of research in the area prior to their review, therefore the year they collected their data 




 Older adult: This systematic review relates exclusively to older adults. The age 
criterion for older adult was set greater than or equal to 60 years old according to the 
United Nations (2009) definition of the commencement of older adulthood.  
 
A visual representation of the search process is detailed in figure 1 below: 
Figure 1: Visual representation of the review process 
 





record identified  
through other  
Sources (Google Scholar, 
authors, special issues of 
journals, Manual searching,  
reference lists) 
 
1351 titles and 
abstracts screened 






179 of full-text articles 
assessed for eligibility 
 
168 full text articles excluded 
•  Less than 5 patients (n = 3) 
•  Maintenance treatment (n = 2) 
•  Does not test efficacy of 
intervention (n = 1) 
•  Depression not screened at 
inclusion (n = 19) 
•  Participants are not within 
defined older adult age range (n = 
120) 
•  Not manualised therapy (n = 8) 
•  Paper not available * (n = 1) 
•  Secondary analysis of data (n = 
13) 
 
11 studies included in 





Once identified by the databases, and the initial screening undertaken, the abstracts were 
reviewed and exclusion criteria were applied. Studies which met the inclusion criteria were 
retained for method review.  Studies with insufficient information in the abstract to determine 
whether they met our criteria were read to determine they should be included. The inclusion 
criteria for abstract review are detailed below: 
 Original research. Only original empirical studies published in peer review journals 
were included. All other forms of article were excluded from this review. 
 Depression: Depression screening should have taken place as part of the study 
inclusion criteria. Other forms of mental illness, including personality disorder were 
excluded. Trials which explicitly included older adults who were undergoing 
treatment for serious illness or palliative care were excluded from trial as the literature 
suggests these to be a confound (Pinquart,
 
Duberstein & Lyness, 2007). 
 Cognitively unimpaired:  Older adults with cognitive impairment may not respond in 
the same way to psychological therapy as those without (Pinquart et al., 2007). 
Therefore trials including this population were excluded. 
 Intervention study: Similar to Masley et al. (2012), RCTs, controlled trials (CT), and 
uncontrolled trials (UT) with the exclusion of single case studies or studies with less 
than five participants were included.  
 Psychological therapy: Studies which also referenced the efficacy of drug trials, 
hormone interventions, electric convulsive therapy (ECT), or transcranial magnetic 
stimulation therapy were excluded. 
 Pre- and post-discharge measures.  Studies which did not include measures at both 




The full text versions of the remaining articles were reviewed regarding their compliance with 
the following detailed exclusion criteria. Studies which met all inclusion criteria were 
retained for quality analysis. These criteria are detailed below: 
 Characteristics: Aged 60 and older (as defined by minimum participant age range or 
inclusion criteria). Trials incorporating adults and older people in an intervention were 
included if the data was analysed separately.  
 Criteria of psychological interventions: Any psychological interventions were 
manualised with evidence of standardisation. Trials where psychotherapy was 
augmented with antidepressant medication were excluded. 
 Primary outcome measure:  Standardised, validated measures of depression were 
included. 
 Secondary Outcome measures: Quality of life, Patient attrition from trials; 
Acceptability of interventions and number of patient sessions. 
Standard mean difference effect sizes were calculated for each retained study using Cohen’s d 
(Field, 2009). The literature suggests that Cohen’s d can be positively biased and may 
overestimate effect sizes in small samples (n <50) therefore a correction to the effect size 
calculation was used to minimise the bias (Durlak, 2009, p 928).  
Results: 
Eleven studies our selection criteria. Relevant data was extracted and, where possible, effect 
sizes calculated, the results are detailed in Table 1
2
.  
Four studies considered the effectiveness of Reminiscence Therapy or Life Review 
(Chiang et al.,  2009; Karimi et al., 2010; Preschl et al., 2012; Zhou et al., 2010). An 
additional four studies focussed on the effectiveness of CBT, of those, two considered 
                                                     
2




therapist delivered interventions (Laidlaw et al., 2008; Serfaty et al., 2009) whilst a further 
two focussed on computer delivered CBT interventions (Dear, et al., 2013; McMurchie, 
MacLeod, Power, Laidlaw, & Prentice, 2013). Two trials considered the effectiveness of a 
ACT intervention (McDonald, Zauszneiwski, Bekhet, DeHelian,. & Morris, 2011; Karlin, et 
al., 2013.) and one study focussed on the effectiveness of PST (Gellis, et al., 2008). 
Quality assessment: 
The Scottish Intercollegiate Guidelines Network (SIGN 50) controlled trial methodology 
checklist used to assess and rate the quality of each study to differentiate between strong and 
weak evidence as per Masley et al. (2012)
3
. The main quality criteria included within the 
checklist were; clear focused research question, employment of a control group, similarity of 
treatment and control groups, randomisation method (if applicable), relevant outcomes 
measured in a valid and reliable way, participant attrition and adequate statistical power. 
Based on the extent to which each study addressed the quality criteria they were awarded one 
of the following quality ratings. 
 ‘A’ was awarded to those high-quality RCTs that met all or most of the quality criteria 
and when they did not fulfil them, the conclusions in the study were deemed very 
unlikely to alter. 
 ‘B’ was awarded to those RCTs and controlled trials that met most of the quality 
criteria and when the conclusions in the study were deemed unlikely to alter. 
 ‘C’ was awarded to those RCTs or controlled trials when few or none of the quality 
criteria had been fulfilled and the conclusions of the study were deemed likely or very 
likely to alter. 
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 The SIGN Methodology Checklist used in this study along with the guidance notes on completing the checklist 




 ‘D’ was awarded to single-group designs and uncontrolled studies4 
 
In order to minimise bias in the quality ratings, two studies were rated again by two 
independent raters
5
.   Two papers were randomly chosen from those which required quality 
assessment. The independent raters were both issued with these papers in addition to the 
SIGN quality rating checklist and the guidance notes on checklist completion. The lead author 
met with the raters individually to discuss their quality appraisal of the papers. The raters and 
the lead author had independently agreed on the quality ratings given to each paper, therefore 
there was no requirement for further discussion or resolution of differences of opinion.  
The quality ratings for each paper included in this study are summarised in Table 2
6
. 
Acceptance and Commitment Interventions (ACT): 
We found two studies considering the effectiveness of ACT interventions in treating 
depression in older adults.  One focussed on individual ACT therapy (Karlin et al., 2013) 
whilst another considered the effectiveness of a group ACT intervention (McDonald et al., 
2011).   
The results of the individual trial (Karlin et al., 2013) suggested positive effects for 
individual ACT in depression and quality of life in 12 to 16 sessions.  The authors noted their 
findings were similar to those of larger trials for ACT reported in the adult mental health 
literature (Karlin et al., 2013).  
The group ACT intervention met for 6 sessions (McDonald et al., 2011). They did not 
find a significant effect of the treatment on depression symptoms, although between post 
intervention and follow up depression symptoms appeared to be decreasing. There is 
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 Based on those used for SIGN 50 – taken from  (Masley et al., 2012) 
5
 The independent raters were a trainee clinical psychologist currently enrolled on the Doctorate of Clinical 
Psychology Program at the University of Edinburgh and an Assistant Clinical Psychologist in NHS Borders. 
6




precedent the effectiveness of group ACT approaches in psychological distress (Fledderus, 
Bohlmeijer, Smit and Westerhof, 2010). 
Both ACT interventions (Karlin et al., 2013; McDonald et al., 2011) were 
uncontrolled trials, therefore it was not possible to make definitive statements about the 
efficacy of the interventions. Therefore, both trials were provided with a ‘D’ quality rating. 
However, the results are promising (Karlin et al., 2013; McDonald et al., 2011) and suggest 
more research into the efficacy of this type of intervention with older people is warranted to 
further establish the efficiency and efficacy of this treatment approach with older people.  
Cognitive Behavioural Therapy: 
Wilson et al. (2009) identified CBT to be as effective as psychodynamic psychotherapy and 
behaviour therapy and more effective than control conditions (Breckenridge, et al., 1985; 
Gallagher, 1992; Gallagher- Thompson & Stephan, 1994). 
 In the review undertaken by Kiosses et al. (2011) only one RCT met their inclusion 
criteria, which considered the impact of personality disorders on later-life depression 
outcomes (Morse, 2005).  This study did not meet our inclusion criteria. However, Kiosses et 
al. (2011) reviewing the study found evidence that individual CBT was an effective treatment 
in this population and more effective when combined with a tricyclic antidepressant.  
  We identified four CBT studies which had not been previously systematically 
reviewed. Two focussed on therapist delivered interventions and two considered cCBT.  
Therapist delivered CBT: 
Laidlaw et al. (2008) considered a real world application of CBT for older adults and 
compared the treatment group to a non standardised TAU control delivered by local services. 
Those receiving TAU might have been received; no treatment, medication, regular General 
Practitioner (GP) visits, Community Psychiatric Nurse (CPN) or psychiatry contact.  The 




of depression.    We awarded this study a ‘B’ quality rating due to the lack of consistency 
between treatment and control group although we acknowledge that this discrepancy is due to 
the ‘real world’ nature of this study. 
The research undertaken by Serfaty et al. (2009) demonstrated the most credible 
evidence for the effectiveness of brief CBT in older people. Participants received 6 sessions 
of CBT compared with a 6 session TC+TAU and TAU. Their results demonstrated that 
individual therapist delivered CBT was more effective than TC+TAU and TAU.  The 
methodological quality of this study allowed us to award an ‘A’ quality rating to this paper.  
Overall, both papers suggested that individual therapist delivered CBT is an effective 
and efficient standalone psychological therapy for depression in older adulthood.  
Computer delivered CBT (cCBT):  
McMurchie et al. (2013) employed a controlled design to examine the effectiveness of cCBT.  
Self selecting participants enrolled into the intervention arm of the trial were allocated eight 
sessions of cCBT. TAU was provided by the local community mental health team. The 
authors noted moderate effect sizes for treatment at post intervention and follow up compared 
to a TAU control.   There were some methodological constraints associated with this project 
it was therefore awarded ‘C’ quality rating.     
  Dear et al. (2013) also considered the effectiveness of cCBT. They used an 
uncontrolled design and consequently it is not possible to make definitive statements about 
the efficacy of the intervention and it was therefore awarded a ‘D’ quality rating. However, 
they noted significant pre-test, post test, improvements on symptoms of depression which 





Problem solving therapy:  
Problem solving therapy was previously considered by Wilson et al. (2009) and Kiosses et al. 
(2011).  Wilson et al. (2009) suggested that group PST was as effective as a reminiscence 
therapy control (Areán et al.,1993) and there was no evidence of the efficacy of individual 
PST when compared to a placebo drug group (Barrett, 1999).  
 In contrast, Kiosses et al. (2011) presented the results suggesting PST was more 
effective than supportive therapy in participants with depression and executive dysfunction 
(Alexpolous et al., 2011; Areán et al., 2010). This study was not considered in our review due 
to the potential confound of cognitive impairment on intervention outcomes (Pinquart et al, 
2007). 
We identified one further study on the effectiveness of individual PST. Gellis et al. 
(2008) considered the efficacy of six one hour sessions of manualised PST delivered within a 
home care environment compared with TAU. They noted large post intervention treatment 
effects for the PST condition at three and six month follow up.   
The differences in outcomes the study included in our review (Gellis et al., 2008) and 
the one included in the earlier review (Barrett et al., 1999) appear to relate to the study 
population. Barrett et al. (1999) was a much larger study conducted over several cultures 
using a PST intervention designed for Primary Care, whereas Gellis et al. (2008) recruited 
participants from a home care population in the United States. It may be that cultural factors 
in addition to the types of presentation between these two studies may be attributable for the 
difference in outcome. In addition our appraisal of the Gellis et al. (2008) trial gave the trial a 
‘C’ quality rating, suggesting that there were a number of methodological constraints which 




Reminiscence therapy (RT): 
Reminiscence therapy was considered by Wilson et al. (2009). It had been intended as an 
active control but was found to be as effective as PST (Areán et al., 1993).    
We identified four, recent RCTs considering the effectiveness of six to eight 
manualised sessions of RT and each reported favourable results (Chaing et al., 2009; Karimi 
et al., 2010; Preschl et al., 2012; Zhou et al., 2012). Three reported large effect sizes post 
intervention (Chaing et al., 2009; Preschl et al., 2012; Zhou et al., 2012) and Karimi et al. 
(2010) reported a moderate effect of treatment on depression post intervention. Further, the 
two studies which reported follow up data (Chaing et al., 2009; Preschl et al., 2012) positive 
treatment effects were maintained at the three month follow up. Despite the encouraging 
statistical results of these trials, we assessed each of these trials as having such 
methodological constraints associated with them that they were awarded ‘C’ ratings 
suggesting that as a result of these constraints their conclusions were likely to alter.  
  There are cultural effects which should be taken into consideration interpreting these 
results. All of the studies we identified were undertaken in countries where cultural references 
might be different to those in the UK. Despite this the results suggest that reminiscence is an 




Our review has identified a number of trials which have not been previously considered 
within systematic reviews. The results have produced some confirmatory findings about the 
stand alone efficacy of interventions such as CBT and RT. The results of this review also 
demonstrate some encouraging preliminary findings for other therapeutic modalities 





Many of the studies included in this review are subject to methodological limitations.  
Similar to previous review findings, our review suggests that the research conducted in this 
area tends not to be of the highest quality, with problems such as small samples, lack of 
adequate control groups, poor control of other treatments. 
 Many trials used control groups which differed significantly from the intervention 
groups in terms of contact time and frequency (Chaing et al., 2009; Laidlaw et al., 2008; 
McMurchie et al., 2013; Preschl et al., 2012; Zhou et al., 2012) and others were uncontrolled 
trials (Dear et al., 2013; Karlin et al., 2013; McDonald et al., 2011). Both effect the internal 
validity of the studies.  
 Small sample sizes are characteristic of research in this area. The literature suggests 
that older adults encounter barriers to accessing psychological therapy for depression 
(Burroughs et al., 2006; Unützer et al., 1997). Consequently researchers may find it difficult 
to recruit to intervention trials. Perhaps further research in this area might also consider the 
characteristics of older adults who take part in intervention trials and those who drop out, a 
process already started (Marquett et al., 2012; Kiosses et al., 2011). 
 We noted a high level of attrition in some interventions (Karlin et al., 2013; Karimi et 
al., 2010; McDonald, 2011; Preschl et al., 2012). These studies did not report reasons for 
participants exiting the trial, therefore we should consider that the interventions may not have 
been acceptable them. It should be noted that the relatively small sample sizes comprising 
these trials only require a small drop out to show high attrition.     
 One of our inclusion criteria were that participants should be aged 60 years or over at 
the time of participation in the trials (UN, 2009). However, a number of recent trials 
considered later life to commence at 50 or 55 and were consequently excluded (e.g. Korte, 




were included in their study as it was difficult to recruit older people (Lichtenstien, et al., 
2013). Lowering the age of included participants to address recruitment problems inevitably 
changes the generalisability of the results.   
   The trials included in this review had reasonably short follow up, the longest was 6 
months (Gellis et al., 2008; Laidlaw et al., 2008; Serfaty et al, 2009). Greater length of follow 
up would allow us to understand the potential long term benefits of psychological therapies in 
this population.   
  We propose the limitations of many of the studies we reviewed suggest the need for 
replication both with high quality RCTs and studies of clinical effectiveness before a 
definitive statement could be made about their effectiveness as treatments for depression in 
later life (e.g. Karlin et al, 2013; McDonald et al, 2011; Dear et al, 2012; McMurchie et al, 
2013). 
Clinical implications: 
The results of our systematic review, in combination with the earlier review (Wilson, 2009), 
suggest that the strongest evidence for effective, standalone psychological therapies for older 
people with depression is CBT with less compelling, but encouraging, empirical evidence for 
other therapeutic approaches including ACT, cCBT and RT. Whilst our results  
demonstrating the strength of evidence for CBT approaches was expected given the results of 
previous reviews (Wilson et al., 2009; Kiosses et al., 2011), we were surprised by the lack of 
strength of evidence for other therapeutic approaches in this area. In particular, we were 
surprised by the lack of empirical evidence for Interpersonal Psychotherapy, where anecdotal 
evidence would suggsest that practice has overtaken research.  It would also suggest that there 
is perhaps a practice research bias within the published literature.  
The combined results of our and the Wilson et al. (2009) review suggest there are a 




late life depression independent of antidepressant medication. Our review found therapies 
(including ACT and cCBT) which had not previously been reviewed which are now 
demonstrating preliminary evidence of effectiveness. Recent research also indicates that CBT 
(individual and computerised) and RT are demonstrating effectiveness in a naturalistic 
clinical environment. Our findings also suggest that PST may be an effective intervention, 
contradicting earlier results (Barrett, et al, 1999).  
These are findings are important for a number of reasons. NICE (2009) note that 
people who are experiencing depression should have a choice in their treatment. The 
literature suggests that antidepressant medication may not be acceptable or appropriate for 
many older people (Givens et al., 2006; Gum et al., 2006; The Royal College of Physicians, 
1997).   
We note, in addition to the earlier work of Wilson et al. (2009), that there is emerging 
evidence to suggest that some psychological therapies  could be offered to older people as an 
alternative to antidepressant medication. The studies considering RT were undertaken in 
nursing home patients (Chaing et al., 2009; Karimi et al., 2010; Preschl et al., 2012; Zhou et 
al., 2012) and one CBT intervention included homebound. The literature suggests that these 
are particular populations where physical health complaints are common and further 
prescribing may not be appropriate (Walley & Scott, 1995). 
 Integrated Care Pathways (ICPs; NHS Quality Improvement Scotland, 2007), for 
mental health conditions were introduced by the Scottish Government in 2007. They were 
designed to standardise care, improve quality and efficiency of service delivery and to enable 
health boards to meet several of the required HEAT targets relating to mental health. Their 
purpose was to ensure people with a variety of conditions, including depression, had access to 




QIS, 2007) suggested that psychological therapies would be part of these stepped care 
approaches in addition to medication.   
The Scottish Government (2011) provided guidance on the delivery of evidence based 
psychological therapies. It suggests tiers of care which include; ‘high volume’ interventions 
(designed for large groups but using psychological principles), ‘low intensity evidence based 
treatments’ (designed for less complex mental health problems), ‘high intensity interventions’ 
(standardised psychological treatments for more complex mental health problems) and 
‘highly specialist interventions’ (typically delivered based on formulations drawn from a 
number of psychological models for people with highly complex or enduring mental health 
problems) (The Scottish Government, 2011). 
Our results in combination with those of Wilson et al, (2009) found that a number of 
therapies may, with further supportive evidence, be appropriate for inclusion in a stepped care 
approach for depression treatment for older people and stepped care guidance issued by the 
Scottish Government (2011).  
Wilson et al., (2009) had already demonstrated the effectiveness of cognitive 
bibliotherapies in an older adult population which is recognised as an appropriate low 
intensity psychological intervention for older people.  Our results only demonstrated 
preliminary evidence of the efficacy of cCBT. Therefore, we are only able to tentatively 
suggest the appropriateness of its inclusion within a stepped care model at this stage. 
However, preliminary evidence is encouraging and should further evidence build on this 
cCBT and cognitive bibliotherapies may present useful low intensity interventions for older 
people as part of a stepped care model.  
Our findings, provided the strongest evidence of the standalone efficacy of adapted 
CBT for older adults in a naturalistic environment and furthered earlier work of Wilson et al. 




some evidence provided by Kiosses et al. (2011) for it to also form a ‘highly specialist’ 
intervention for people with more complex difficulties.  
Our review also suggests some tentative, preliminary evidence for the effectiveness of 
ACT based interventions, group and individual, within this population. Further empirical 
evidence supporting the standalone efficacy of ACT interventions within this population 
before a definitive conclusion could be made about their inclusion within a stepped care 
model.  
The results of our review also suggest some preliminary evidence of reminiscence and 
problem solving as potentially effective ‘high intensity’ interventions in this population. 
However, these would also require further supportive empirical evidence of their efficacy 
before we could cofidnently suggest their inclusion within a stepped care model for treatment 
of depression in later life.  In addition Wilson et al, (2009) suggested psychodynamic 
psychotherapy may be an effective ‘high intensity’ intervention.  
Our review suggests that with further empirical support a number of therapies may be 
included within a stepped care model of therapy delivery which may help achieve the 
efficiency target set by the Scottish Government (2011). Whilst the results of our review 
suggest preliminary evidence for a number of therapeutic approaches and further 
confirmatory evidence of the efficacy of CBT, there appears to be a practice research bias, 
whereby some therapies are already being utlised within this population but there appears to 
be little information within the literature of reports of their efficacy. Practitioners should be 
encouraged to report the outcomes of these therapies to enable the therapeutic community to 
further establish the efficacy of interventions for depression within this population and 






The results of our systematic review present evidence for the effectiveness of stand alone 
psychological interventions for late life depression. We identified 11 recent studies which had 
not been previously considered in earlier reviews of the literature. Our findings built on the 
earlier work of Wilson et al. (2009) who had demonstrated the effectiveness of a number of 
psychotherapeutic interventions, including cognitive behavioural, reminiscence, 
bibliotherapies and psychodynamic psychotherapies. Kiosses et al. (2011) had a different 
focus to their review and the evidence they presented related therapies which were augmented 
by antidepressant medication.  
 We suggest that the effectiveness of CBT and reminiscence as interventions have now 
been replicated a number of times and we can be increasingly confident about their 
generalisability to the older adult population. We also found preliminary evidence to suggest 
that other therapies, including ACT, cCBT and PST are demonstrating effectiveness in this 
population. 
 These results suggest that there are some effective treatments which could be offered 
as alternatives to antidepressant medication for people who are unable to tolerate this form of 
medication or who would prefer ‘talking therapy’. However, a number of therapies (ACT, 
cCBT, PST) would require further empirical support before we could confidently include 
them within a stepped care model of treatment delivery.  Our findings suggest some 
preliminary evidence which may provide services delivering psychological therapies to older 
people with further information which may enable them to meet the quality, efficiency and 
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S I G N 
Methodology Checklist 2: Controlled Trials 
Study identification  (Include author, title, year of publication, journal title, pages) 
 
Guideline topic:  Key Question No:  Reviewer: 
Before completing this checklist, consider: 
1. Is the paper a randomised controlled trial or a controlled clinical trial? If in doubt, check the 
study design algorithm available from SIGN and make sure you have the correct checklist. If it is a 
controlled clinical trial questions 1.2, 1.3, and 1.4 are not relevant, and the study cannot be rated 
higher than B 
2. Is the paper relevant to key question? Analyse using PICO (Patient or Population Intervention 
Comparison Outcome). IF NO REJECT (give reason below). IF YES complete the checklist. 
Reason for rejection: 1. Paper not relevant to key question    2. Other reason   (please specify): 
Section 1:  Internal validity 
In a well conducted RCT study… Does this study do it? 




Yes   
Can’t say  
No  
 




Yes   
Can’t say  
No  
 




Yes   
Can’t say  
No  
 




Yes   
Can’t say  
No  
 
                                                     
7
  Unless a clear and well defined question is specified, it will be difficult to assess how well the 
study has met its objectives or how relevant it is to the question you are trying to answer on 
the basis of its conclusions. 
 
8
 Random allocation of patients to receive one or other of the treatments under investigation, 
or to receive either treatment or placebo, is fundamental to this type of study. 
 
9
 Allocation concealment refers to the process used to ensure that researchers are unaware 
which group patients are being allocated to at the time they enter the study. Research has 
shown that where allocation concealment is inadequate, investigators can overestimate the 
effect of interventions by up to 40%. 
 
10
 Blinding refers to the process whereby people are kept unaware of which treatment an 
individual patient has been receiving when they are assessing the outcome for that patient. It 
can be carried out up to three levels. Single blinding is where patients are unaware of which 
treatment they are receiving. In double blind studies neither the clinician nor the patient knows 
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Yes   
Can’t say □ 
No  
 




Yes   
Can’t say  
No  
 




Yes   
Can’t say  
No  
 
1.8 What percentage of the individuals or clusters recruited into each 





1.9 All the subjects are analysed in the groups to which they were 




Yes   




                                                                                                                                                        
which treatment is being given. In very rare cases studies may be triple blinded, where neither 
patients, clinicians, nor those conducting the analysis are aware of which patients received 
which treatment. The higher the level of blinding, the lower the risk of bias in the study. 
 
11
 Patients selected for inclusion in a trial must be as similar as possible. The study should 
report any significant differences in the composition of the study groups in relation to gender 
mix, age, stage of disease (if appropriate), social background, ethnic origin, or co-morbid 
conditions. These factors may be covered by inclusion and exclusion criteria, rather than 
being reported directly. Failure to address this question, or the use of inappropriate groups, 
should lead to the study being downgraded. 
 
12
 If some patients received additional treatment, even if of a minor nature or consisting of 
advice and counselling rather than a physical intervention, this treatment is a potential 
confounding factor that may invalidate the results. If groups were not treated equally, the 
study should be rejected unless no other evidence is available. If the study is used as 
evidence it should be treated with caution. 
 
13
 The primary outcome measures used should be clearly stated in the study. If the outcome 
measures are not stated, or the study bases its main conclusions on secondary 
outcomes, the study should be rejected. Where outcome measures require any degree of 
subjectivity, some evidence should be provided that the measures used are reliable and have 
been validated prior to their use in the study. 
 
14
 The number of patients that drop out of a study should give concern if the number is very 
high. Conventionally, a 20% drop out rate is regarded as acceptable, but this may vary. Some 
regard should be paid to why patients dropped out, as well as how many. It should be noted 
that the drop out rate may be expected to be higher in studies conducted over a long period of 
time. A higher drop out rate will normally lead to downgrading, rather than rejection of a study. 
 
15
 In practice, it is rarely the case that all patients allocated to the intervention group receive 
the intervention throughout the trial, or that all those in the comparison group do not. Patients 
may refuse treatment, or contra-indications arise that lead them to be switched to the other 
group. If the comparability of groups through randomisation is to be maintained, however, 
patient outcomes must be analysed according to the group to which they were originally 
allocated irrespective of the treatment they actually received. (This is known as intention to 
treat analysis.) If it is clear that analysis was not on an intention to treat basis, the study may 
be rejected. If there is little other evidence available, the study may be included but should be 




1.10 Where the study is carried out at more than one site, results are 




Yes   




SECTION 2:   OVERALL ASSESSMENT OF THE STUDY 






High quality (++) 
Acceptable (+) 
Unacceptable – reject 0  
2.2 Taking into account clinical considerations, your 
evaluation of the methodology used, and the 
statistical power of the study, are you certain 
that the overall effect is due to the study 
intervention? 
 
2.3 Are the results of this study directly applicable 
to the patient group targeted by this guideline? 
 
2.4 Notes. Summarise the authors’ conclusions. Add any comments on your own assessment of the 














                                                     
16
 In multi-site studies, confidence in the results should be increased if it can be shown that 





Notes on Methodology Checklist 2: Controlled Trials 
 The top part of the form identifies the study and links it to the particular guideline and key question to which it relates. It includes reminders of 
factors you should consider before deciding whether it is worth progressing to a full appraisal of the paper concerned. 
Section 1 This section makes a series of statements about aspects of the systematic review process that affect the internal validity of the review and 
asks you to assess how well the review addresses each issue. The objective is to assess how well the authors have dealt with the risk of 
bias in their methods.  
If you would like more information on randomised controlled trials, their characteristics and weaknesses then please refer to Greenhalgh T. 
How to read a paper: the basics of evidence-based medicine. 3
rd
 edition. Oxford: Blackwell;2006. Section 3.3 Page 44. 
Note that the “Response” column is for guidance only. You may opt for a different rating depending on how information is presented in any 
given review.} 
Statement 1.1 The study addresses an appropriate and clearly focused question 
 What does this statement mean? When does this 
statement apply? 
Response: 
 Unless a clear and well defined question is 
specified, it will be difficult to assess how well the 
study has met its objectives or how relevant it is 
to the question you are trying to answer on the 
basis of its conclusions.  
Always applies Yes - if elements of the research question are present in the text. 
{Note that this does not have to be exactly in the PICO format, 
but all the elements must be present}. 
No if there is no clear question in the text. 
Can’t say - if you think there is insufficient detail to allow an 
assessment to be made. 
 
Statement 1.2 The assignment of subjects to treatment groups is randomised 





 Random allocation of patients to receive one or 
other of the treatments under investigation, or to 
receive either treatment or placebo, is 
fundamental to this type of study.  
Always applies Yes - if a good randomisation method is used such as computer 
generated off-site allocation. If a poor randomisation method is 
used such as a coin-flip then mark as ‘yes’, but mention in notes 
that the randomisation method was poor.  
No - if deterministic methods such as day of the week, birth date, 
day of arrival at the clinic etc. These studies can then be assessed 
as controlled clinical trials instead of RCTs 
Can’t say - if randomisation is mentioned, but method not 
specified. 
Statement 1.3 An adequate concealment method is used 
 What does this statement mean? When does this 
statement apply? 
Response: 
 Allocation concealment refers to the process used 
to ensure that researchers are unaware which 
group patients are being allocated to at the time 
they enter the study. Research has shown that 
where allocation concealment is inadequate, 
investigators can overestimate the effect of 
interventions by up to 40%. 
Always applies Yes-  if centralised allocation, computerised allocation systems, or 
the use of coded identical containers 
No - if method of concealment used is regarded as poor, or 
relatively easy to subvert. Mark as ‘no’ if no concealment method is 
reported. 
Can’t say - if concealment is mentioned, but not described. 
Statement 1.4 Subjects and investigators are kept ‘blind’ to treatment allocation 
 What does this statement mean? When does this 
statement apply? 
Response: 
 Blinding refers to the process whereby people are 
kept unaware of which treatment an individual 
patient has been receiving when they are 
assessing the outcome for that patient. It can be 
carried out up to three levels. Single blinding is 
where patients are unaware of which treatment 
When blinding is 
possible 
Yes - if the blinding levels are single, double or triple blinded where 
possible 
No - if the study could have been blinded, but was not. 
Can’t say - if the presence of blinding is not clear. 
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they are receiving. In double blind studies neither 
the clinician nor the patient knows which treatment 
is being given. In very rare cases studies may be 
triple blinded, where neither patients, clinicians, 
nor those conducting the analysis are aware of 
which patients received which treatment. The 
higher the level of blinding, the lower the risk of 
bias in the study.  
 
Statement 1.5 The treatment and control groups were similar at the start of the trial 
 What does this statement mean? When does this 
statement apply? 
Response: 
 Patients selected for inclusion in a trial must be as 
similar as possible. The study should report any 
significant differences in the composition of the 
study groups in relation to gender mix, age, stage 
of disease (if appropriate), social background, 
ethnic origin, or co-morbid conditions. These 
factors may be covered by inclusion and exclusion 
criteria, rather than being reported directly. Failure 
to address this question, or the use of 
inappropriate groups, should lead to the study 
being downgraded.  
Always applies Yes - if the patient groups look reasonably similar. In some trials a 
p value will be given for each factor considered. These values 
should ideally all be >0.05. This is very good practice, but its 
absence should not affect your assessment of study quality. 
No - if the patient groups have important differences in factors that 
may influence the outcomes. 
Can’t say - if the patient groups have not been adequately 
described. 
 
Statement 1.6 The only difference between the groups is the treatment under investigation 





 If some patients received additional treatment, 
even if of a minor nature or consisting of advice 
and counselling rather than a physical intervention, 
this treatment is a potential confounding factor that 
may invalidate the results. If groups were not 
treated equally, the study should be rejected 
unless no other evidence is available. If the 
study is used as evidence it should be treated with 
caution.  
Always applies Yes - if there appears to be no important differences between 
treatment groups other than the treatment being studied 
No - if there appears to be an important difference between the two 
groups. 
Can’t say – if there is no description of groups. 
 
Statement 1.7 All relevant outcomes measured in a standard, valid and reliable way 
 What does this statement mean? When does this 
statement apply? 
Response: 
 The primary outcome measures used should be 
clearly stated in the study. If the outcome 
measures are not stated, or the study bases its 
main conclusions on secondary outcomes, the 
study should be rejected. Where outcome 
measures require any degree of subjectivity, some 
evidence should be provided that the measures 
used are reliable and have been validated prior to 
their use in the study.  
Always applies Yes – if there are clearly described outcome measures. 
No - if measures are entirely subjective and based on human 
judgement with no validation. 
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differences and the 
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18 (D’Zurilla, et 
al., 2002) 
Six sessions of PST-
HC given to older 
adults receiving acute 
standard home care 
services led to 
decreased depressive 
symptoms when 
compared with a 
TAU group that 
received standard 
home care augmented 
by education about 
depression. 
Large effect sizes on 
clinician rated HSRD at 
post treatment, 3-month 
and 6 month follow up 
(Cohen's d 2.81, 2.45, 2.55 
respectively) Further large 
effect sizes at post 
treatment, 3 and 6 month 
follow up for GDS 
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symptoms.  The 
reduction in 
depressive symptoms 
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social discussion 






can be made 
GDS- medium effect size 
integrative/instrumental 
reminiscence (Cohen's d 
0.76); large treatment 
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Discussion (Cohen's d 
1.26) 
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Chapter  3: Thesis Aims and Hypotheses: 
Aims: 
Despite the efficacy of treatments for late life depression, many older adults do not 
seek or access treatment. The aims of the thesis were to explore some of the ‘patient’ related 
barriers older adults experience in accessing treatment for depression.  Specifically, the two 
overall aims of this thesis were as follows. It sought to determine the predictive effect of 
attitudes to ageing and degree of depression on older adult’s ability to conceptualise their 
symptoms of psychological distress as depression. This study also sought to consider, in light 
of a paucity of empirical evidence to date, the relative predictive effect of attitudes to ageing, 
depression, recognition of depression symptoms, cognitive fusion and engagement in valued 
activities on the treatment seeking attitudes of a cohort of depressed older adults.  
 
Hypotheses: 
The thesis is comprised of one main and one secondary hypothesis. 
Main Hypothesis: 
 Older people’s attitudes to seeking professional psychological help would be 
predicted by higher symptoms of depression, the ability to accurately recognise 
symptoms of depression, positive attitudes towards the ageing process, higher 
cognitive fusion and lower reported ability to engage in valued living. 
Secondary hypothesis 
 Depressed older adult’s ability to accurately recognise their own depression symptoms 
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Introduction: Despite the efficacy of psychological and pharmacological treatments many 
depressed older people go without treatment.  The barriers to treatment remain unclear. This 
study focussed on patient related factors. The literature has suggested that older adults may 
not be as accurate in recognising symptoms of depression as adults of working age. Lack of 
recognition of the presence of a mental health problem may influence older adult’s attitudes 
to seeking treatment. The literature suggests a number of factors may influence treatment 
seeking attitudes in older people. These may include accuracy of depression recognition, 
cognitive fusion; engagement in valued activities although these did not appear to have 
previously been considered. 
 
Hypotheses: Older people’s attitudes to seeking professional psychological help would be 
predicted by higher symptoms of depression, the ability to accurately recognise symptoms of 
depression, positive attitudes towards the ageing process, higher cognitive fusion and lower 
reported ability to engage in valued living. In addition, depressed older adult’s ability to 
accurately recognise their own depression symptoms would be predicted by attitudes to 
ageing and the extent of reported depression symptoms. 
 
Method: An empirical cross sectional survey recruiting older adults (n = 281), aged ≥ 65 years 
in the Scottish Borders. Binomial logistic regression and a hierarchical multiple linear 
regression were conducted to test the hypotheses relating to predictors of depression 
recognition and attitudes to seeking professional psychological help respectively.  
 
Results: The results of the statistical analysis in the empirical work suggested that a 
significant proportion of ‘depressed’ older adults (n = 43) recruited to our study were not able 
to recognise they were depressed at the time of their participation in the study. Binomial 
logistic regression suggested that depression severity rather than attitudes to ageing predicted 
depression recognition in this sample. Hierarchical multiple regression undertaken to analyse 
the predictive influence of depression, depression recognition, cognitive fusion, attitudes to 
ageing and engagement in valued activities suggested that non of these variables significantly 





Discussion: The results suggested there were a significant percentage of depressed older adults who 
were unable to recognise they were experiencing depression. This is analogous with our finding that 
there was also a significant proportion of depressed older people who were receiving treatment. 
Depression severity was the predictor of participant’s recognition that they were experiencing a 
depressive illness. It is likely that this population experience a lack of mental health literacy which 
may explain their difficulty in recognising and seeking treatment for depression. It was surprising that 
none of the hypothesised variables significantly predicted attitudes to seeking professional 
psychological help. The study also considers the potential implications of our findings and their 
potential applicability to public health.  
 




Major depression is one of the most prevalent mental health problems one of the leading 
causes of disability in high income countries (WHO, 2004).  
Depression in older people is “common, under recognised and often undertreated” 
(Chew-Graham et al., 2012, p. 52). Untreated depression has a significant negative impact on 
the quality of life of older people (Blazer, 2010). The general population prevalence of 
depression in older adults is consistently reported as between one and four percent (Blazer, 
2003). In addition, estimates of the prevalence of subclinical depression range from four to 
thirteen percent (Alexopolous, 2005; Beekman, Deeg & Geerlings, 2001) with 25% of these 
cases advancing to major depression within two years (Lyness, King, Cox, Yoediono, & 
Caine, 1999; Oxman, Barrett, Barrett, & Gerber, 1990). Further research reports that 
depressed older people have a higher rate of relapse and recurrence (Flint & Rifat, 1999) with 
a greater risk of the condition becoming chronic (Unützer, Katon, Sullivan & Miranda, 1999).  
Depression in older people has been associated with increased risk of suicide (Minio 
et al., 2002), mortality (Black, Markrides & Miller 1998), poor medication compliance for 
physical health difficulties, and an increase in somatic complaints (Beekman et al., 1997).  
The literature suggests that non-treatment of depression in older adults creates additional 
strain on health care provider organisations (Katon et al., 1992).   
Psychological interventions and pharmacological therapies are effective treatments for 
later life depression (Anderson, 2004; Alexopolous, 2005; Klysner et al, 2002; Keir, Quigley, 
Thomson, McLachlan & Gillanders, unpublished; Wilson, Mottram & Vassilas., 2008). 
Despite well established evidence on the prevalence and impact of depression in older age 
and the efficacy of treatment, research suggests that diagnosis and treatment in this age group 
remains problematic (Burroughs et al., 2006; Unützer et al., 1997). 
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 Previous research has found that only one third of older people with depression will 
discuss their symptoms with their primary care physician (Chew-Graham, Baldwin & Burns, 
2004; Licht-Strunk et al., 2009; Sarkisian, Lee-Henderson, & Mangione, 2003). Of those who 
do disclose symptoms of depression, less than half will be offered treatment that follows best 
practice guidance (Campbell, 2010; Crystal, Sambamoorthi, Walkup & Akincigil, 2003). 
Older adults appear to be less likely to report depression symptoms (Unutzer, 2002), and 
more likely to underutilise mental health treatment which is available to them, whilst 
remaining markedly high users of medical services (Speer & Schnieder, 2003). 
 There has been extensive discussion around barriers to older adults’ access to mental 
health services which has focussed on a number of different areas, including the patient, the 
health care provider and the health care organisation (Alexopolous et al., 2002; Burroughs et 
al., 2006; Speer & Schnieder, 2003; Unützer et al., 2007; Patel et al., 2002). However, it 
appeared that reliance on qualitative research (e.g. Burroughs et al., 2006) and case vignettes, 
whilst informative, did not allow a larger scale investigation of older adult’s attitudes toward 
psychological treatment seeking (e.g. Barry, 1994; Jorm et al., 2000b).  
 The present study aimed to focus on the ‘patient’ aspect of barriers to receiving mental 
health treatment (Patel et al., 2002). Pill et al. (2001) noted that whilst considerable 
investment has been made into training to enable medical professionals to increase detection 
rates for common mental health problems, patient’s lack of readiness to discuss emotional 
difficulties with their primary health care provider add significantly to the problem.  
 Brown et al. (2001) explained that the literature has not considered the factors which 
lead patients to engage in depression self management. In particular, they note that 
understanding how people understand and conceptualise depression is likely to be important 
in understanding how they seek treatment for and manage their illness.   
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 The literature had previously considered whether people were accurately able to 
recognise emotional distress. Earlier research has suggested that when working age adult 
participants were presented with a case vignette of depression, 72% recognised that a mental 
health disorder was present, but only 39% were able to accurately label it as depression (Jorm 
et al., 1997). A further study into whether adults across the age range (18-93) were able to 
accurately identify symptoms of depression found that older people were less able than 
younger people to do so correctly (Wetherell et al., 2009). This suggested that older people 
may be less likely to recognise these symptoms as problematic within themselves; in turn 
making them less likely to seek treatment for mood disorders.   However, these studies used 
vignettes to assess whether people were able to identify emotional distress. To date, there 
does not appear to have been research to consider whether older adults are able to 
conceptualise their own emotional distress as depression and the factors which may influence 
this recognition. Intuitively, it seems to make sense that if older people are not able recognise 
their symptoms they may have increasing difficulty in making decisions about whether to 
seek or accept mental health treatment (Pill et al. 2001). We believed this to be an important 
omission in the literature with regard understanding the barriers experienced by older adults 
in accessing appropriate mental health treatment.  
In turn, lack of recognition of the presence of a mental health problem may influence 
older adult’s attitudes to seeking psychological help. The literature suggests a number of 
factors may influence treatment seeking attitudes in older people. These may include accuracy 
of depression recognition, cognitive fusion; engagement in valued activities although these 
did not appear to have previously been considered. There were theoretical reasons to suggest 
these variables may influence treatment seeking attitudes which we will consider, however, 
their relative effect had not been previously considered within the literature.  Therefore, we 
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aimed to conduct an exploratory study to determine their effect on treatment seeking attitudes 
in older adults within the community.  
 Our attitudes are formed from the information we have about the world and form the 
underpinning for many of our responses to it (Azjen & Gilbert Cote, 2008). As such, they are 
often used to help us understand how people might behave in a given situation.  Attitudes 
toward the ageing process have been considered important in understanding older adult’s 
attitudes toward seeking treatment for common mental health problems (Laidlaw et al., 2007).   
Western societies tend to view ageing as a negative social phenomenon (Ron, 2007). 
Most people know little about the ageing process and tend to harbour negative attitudes, 
resulting in ‘ageist beliefs’ and stereotypes (Ron, 2007). The literature reports widely held 
views in the population that old age is a time for sadness, loss, isolation and illness (Laidlaw, 
Power & Schmidt, 2007).  
It has been suggested that older people may internalise and endorse these negative 
stereotypes of ‘normal ageing’ which may explain their underrepresentation in mental health 
services (Levkoff, Sarfrana, Cleary, Gallop & Phillips, 1988; Nelson, 2005). A qualitative 
study undertaken with older people to explore their attitudes to mental health treatment 
suggested that older people fail to seek treatment because they believe that nothing can be 
done to alleviate their symptoms (Burroughs et al., 2006). Greater endorsement of negative 
attitudes to ageing may therefore be predictive of attitudes towards reporting and seeking 
treatment for depression.  
Given this reported nihilism with respect to age and treatment seeking (Lefkoff et al., 
1998), we also anticipated that negative attitudes toward the ageing process may influence 
older people’s ability to conceptualise their symptoms of emotional distress as depression.  
The literature suggests that depression severity may influence people’s attitudes 
toward treatment seeking. An illness behaviour model (Mechanic, 1986) suggests that 
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behavioural and affective responses to depressive symptoms will affect how people react to 
symptoms of depression, for example seeking treatment. Mechanic (1986) suggests that 
increased psychological distress would serve as a motivator for patients to seek treatment. 
Indeed, previous research undertaken by Deane and Chamberlain (1994) found that 
psychological distress was a positive predictor of attitudes towards treatment seeking in a 
sample of undergraduate students. This finding replicated earlier work by Kushner and Sher 
(1989).  
To date, the literature does not appear to have considered the role of psychological 
distress in relation to treatment seeking attitudes in older people nor the influence it exerts on 
their ability to recognise they are experiencing a depressive illness. 
Cognitive fusion describes the process by which people stand in relation to their 
thoughts. When people become cognitively fused they tend to act upon as though their 
thoughts are true; these thoughts then tend to govern people’s behavioural responses to 
outside events (Gillanders et al., 2014). As people become enmeshed and entangled with their 
cognitions it can result in rigidity of behaviour and a feeling of “stuckness” (Gillanders et al., 
2014). The concept of cognitive fusion may be an important factor in understanding older 
people’s attitudes seeking treatment for depression (Pektus & Wetherell, 2011). It has also 
been suggested that fusion can act as a barrier to behavioural change (Pektus & Wetherell, 
2011). Consequently, depressed older people who are experiencing cognitive fusion may find 
it difficult to consider seeking psychological treatment as a means to resolving their 
difficulties. The relative effects of cognitive fusion on treatment seeking attitudes have not 
previously been considered within the gerontology literature. We therefore, hypthothesised 
that depressed older people who endorse greater cognitive fusion may have more negative 
attitudes to seeking professional psychological help.  
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 Values are considered to be the parts of life people care about, which provide meaning 
and motivate them to engage in particular forms of overt behaviour or activities (Twohig, 
2012). The model suggests that when people begin to experience psychological distress they 
focus on how they may escape or avoid distress and in doing so they stop engaging in the 
behaviours they value (Hayes et al., 2012; Rector, 2013).  
Values may also play a role in older adults’ attitudes to seek treatment. Older people’s 
manner of living may become divergent from their values following significant life events or 
times of change including, retirement, bereavement, or functional impairments (Pektus & 
Wetherell, 2011). The degree to which one is able to live within personal values even with 
depression will also likely influence treatment seeking behaviour. It is an assumed that people 
wish to continue to live in a way where they are able to engage in valued activities and may 
only wish to seek treatment for depression when the symptoms interfere their ability to do so.  
The literature has not previously considered the impact of engaging in valued on treatment 
seeking attitudes in older people. We hypothesised on the basis of the theory presented in 
engagement in valued activities that greater ability to engage in valued activities would 
negatively predict older people’s attitudes toward seeking professional treatment.  
Aim: This study had two overall aims. It sought to determine the predictive effect of 
attitudes to ageing and degree of depression on older adult’s ability to conceptualise their 
symptoms of psychological distress as depression. This study also sought to consider, in light 
of a paucity of empirical evidence to date, the relative predictive effect of attitudes to ageing, 
depression, recognition of depression symptoms, cognitive fusion and engagement in valued 
activities on the treatment seeking attitudes of a cohort of depressed older adults.  
The present study has two main hypotheses. We hypothesised that older adult’s ability 
to accurately recognise their own depression symptoms would be predicted by attitudes to 
ageing and the extent of reported depression symptoms. Secondly we hypothesised that older 
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people’s attitudes to seeking professional psychological help would be predicted by higher 
symptoms of depression, the ability to accurately recognise symptoms of depression, positive 
attitudes towards the ageing process, higher cognitive fusion and lower reported ability to 
engage in valued living.  
Method 
Study design: 
The present study used a between participants design to test the hypotheses that 
attitudes to ageing and depression severity will influence older adult’s ability to accurately 
recognise whether they are depressed (binomial logistic regression) and the effect of relative 
predictors on older adults attitudes to seeking professional psychological help (hierarchical 
multiple regression).  
Questionnaires were distributed to a cross sectional sample of the older adult 
population in the area of South East Scotland. 
Inclusion and exclusion criteria:  
The study maintained broad inclusion and exclusion criteria.  Participants were included in 
the study if they were; aged 65 years and older and provided their informed consent.   
Recruitment:  
Participant recruitment took place over a six week period (26
th
 Feb – 9th May, 2014).  
The recruitment strategy deliberately sought to obtain as broad and representative 
sample as possible and attempted to reach those older people who might be reluctant to seek 
treatment. We recruited from sheltered housing complexes, social centres, carers and 
community participation and advocacy groups. Anecdotal information suggests that many 
people seem to be referred to social centres and community participation groups as an 
alternative or in addition to depression treatment.   
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Participants were recruited from the Scottish Borders area of Scotland.  The 
population of the Scottish Borders is approximately 112,000 people, 23.3% of which are over 
65 years of age (Scottish Borders Council, 2010). It is a predominantly rural area with 
variable rates of affluence and very little migration, particularly of older people (Scottish 
Borders Council, 2010).  
Organisations working with older people were contacted with a brief explanation of 
the study and a request to distribute the questionnaires. All of the organisations agreed to 
participate.  
Questionnaire distribution:  
Distribution was conducted in a number of different ways; dependent on the organisation 
participants were recruited from. Sheltered housing providers distributed questionnaires via 
their on site wardens. An advocacy service posted the questionnaire to their members’ with 
their bi-monthly newsletter. The lead researcher attended community groups, explained about 
the purpose of the questionnaire and invited members to take part.   
Measures: 
Demographic Information:  
Participants were asked to complete a brief questionnaire to gather the following 
demographic information: date of birth, gender, marital status, accommodation, level of 
education, physical and mental health conditions and treatment. The following six measures 








Patient Health Questionnaire (PHQ-9) (Kroenke & Spitzer, 2002):  
This is a nine item depression screening measure incorporating DSM-IV criteria for major 
depression. Participants are asked to indicate on how many days they have experienced 
symptoms of depression over a two week period. Possible scores range from 0-27 with a 
higher score indicating greater depressive symptoms.  
The literature suggests that this measure has good content (Kroneke, Spitzer & 
Williams, 2001) and construct (Pinto-Meza, Serrano-Blanco, Peňarrubia, Blanco & Haro, 
2005) validity and reliability (Cameron, Crawford, Lawton & Reid, 2008). The PHQ-9 has 
also been previously used in older adult research (Ell, Unützer, Aranda, Sanchez, & Lee, 
2006). This questionnaire has validated cut off scores which indicate, “no depression” “mild 
depression” “moderate depression” and “severe depression”. This measure has been found to 
have 82% reliability and 83% specificity in identifying major depression in participants with 
scores of 8 or greater (Manea, Gilbody & McMillan (2012). It has been found to have good 
characteristics for identifying depression in an older adult population and has comparable 
results with the 15 item Geriatric Depression Questionnaire (Richardson, He, Podgorski, Tu 
& Conwell, 2010; Phelan, et al, 2010). It was also used as part of the current study as it is the 
primary measure of depression used by General Practitioners (NHS Confederation and British 
Medical Association, 2003). 
 
Recognition of depression:  
Older adult’s ability to recognise the concept of depression in their own presentation was 
measured using the following single question to which participants were asked to indicate a 
fixed choice yes or no response. 
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 The combined set of questionnaires will be included in Appendix III as a requirement of the thesis 
examination but not submission to the journal. 
  
 97 
1. Do you believe you are depressed?  
This question has been previously used with people with dementia and their caregivers 
where it yielded a specificity of 0.85 (95% CI 0.79, 0.90) (Watson et al., 2011). There is a 
precedent for use of single item questions in the literature with reasonable validity and 
reliability (see Youngblut and Casper, 2013 for a review).   
 
Attitudes to Ageing Questionnaire (Laidlaw et al., 2007):  
This is a 24 item self report measure which asks older people to express their attitudes to the 
ageing process within factors of psychological growth, psychosocial loss and physical change. 
The scale at development demonstrated good internal consistency (See Laidlaw et al., 2007 
for further information on scale development).   
The questionnaire asks participants to rate their agreement with a number of 
statements using a Likert type rating scale. A higher score on this measure indicates greater 
endorsement of negative or “ageist” attitudes towards ageing.   
 
Attitudes to Seeking Professional Psychological Help – Scale (Short Form) (Fischer and 
Farina, 1995);  
This questionnaire is based on an earlier established questionnaire which sought to measure 
attitudes to seeking mental health care. The short version of the scale has demonstrated 
internal consistency ranging from 0.82 to 0.84 (Fischer and Farina, 1995; Komiya, Good, & 
Sherrod, 2000; Constantine, 2002), 
 The version used in this study had minor wording changes to make the questions fit 
the Scottish context. For example, the original statement “Considering the time and expense 
involved in psychotherapy, it would have doubtful value for a person like me” was considered 
changed to “Considering the time involved in receiving psychological therapy, I’m not sure it 
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would have value to me”. The amended sentence was judged to have more relevance to the 
Scottish community where people are less used to paying for their health care than are those 
in other countries.
19
   
 
Intention to seek treatment (Mackenzie, Scott, Mather & Sareen, 2008):  
This scale was included as items in this questionnaire referred to stigma and participants 
comfort in talking to a professional about mental health issues. Participants’ attitudes to seek 
treatment were measured using three questions defined by Mackenzie et al. (2008) as follows: 
1. Would you seek professional help if you were experiencing depression or low mood? 
2. How comfortable would you feel talking to a professional about low mood or 
depression? 
3. How embarrassed would you be if your friends knew you were getting help for low 
mood or depression? 
Participants answer using a Likert rating scale, (0) definitely not, to (3) definitely. Item three 
was reverse scored. This measure was used in this study as it is a previously used measure 
within this population; it appears to have good face validity and was previously tested with a 
large population sample (n = 5,692). This measure when used previously had low internal 
consistency (α = 0.56) (Mackenzie et al., 2008) whilst this level of consistency is not 
generally accepted as adequate, the questions consider particular concepts of treatment 
seeking behaviour, including stigma, and embarrassment which are not measured in other 
short questionnaires. 
This measure was adapted slightly for use in this study. The original paper used the 
expression “mental illness”, which was adapted slightly to “low mood or depression” as it 
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 99 
was felt this would be better understood by and be more acceptable to an older adult 




The Cognitive Fusion Questionnaire (CFQ, Gillanders et al., 2014):  
This was used to measure the extent to which the older adults in the sample are enmeshed 
with their cognitions. This questionnaire is a 7 item Likert rating scale. This questionnaire is 
psychometrically sound and demonstrates good internal consistency and good test-retest 
reliability. See Gillanders et al. (2014) for information on scale development. It has also 
demonstrated good incremental validity in predicting depression symptoms over and above 
well established predictors of depression such as rumination and dysfunctional attitudes in 
adult and older adult populations (Gillanders et al., 2014). 
 
The Valuing Questionnaire (Smout & Davies 2014): 
This measure considers the extent to which older people surveyed in this questionnaire have 
been able to live in concordance with their values. This questionnaire was selected for use in 
this project prior to it’s acceptance for publication, therefore, the 20 item version is used. The 
scale uses a Likert rating scale (0) Not at all true to (6) completely true. The scale provides 
good internal validity and consistency within an adult population (Smout & Davies, 2014).   
Readability:  
Questionnaires were checked for readability values, this was felt to be particularly important 
due to the age of the participants. Readability scores showed Flesch Reading Ease Score 
(69.9) suitable for people who have undertaken Primary School Education (Flesch, 1948). 
Power Calculation:  
Power calculations were conducted using the tables recommended by Cohen (1992).  
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 The hypothesis that older adult’s attitudes to seeking professional psychological help 
would be predicted by participant age, years of education, depression (PHQ-9), accuracy of 
depression recognition (one dichotomous variable), attitudes to ageing (AAQ-24), cognitive 
fusion (CFQ) and engagement in valued behaviour (VQ) was tested using a hierarchical 
multiple regression.  
Previous research in factors predicting older adults attitudes to seek professional 
psychological help has yielded medium to large effect sizes (Mackenzie, 2000; Mackenzie, 
Gekoski and Knox, 2006), therefore with seven potential predictor variables estimating a 
medium effect size of 0.15 (statistically more conservative than a large effect size), 95% 
confidence intervals and power set at 80%, the sample size predicted by Cohen (1992) is 102 
participants.  
Therefore, as the hypothesis relating to older adults accuracy in recognition of 
depression was, statistically, the most conservative hypothesis, it was anticipated that power 
generated to enable this analysis would sufficiently power all further analyses in the project. 
Ethical Approval: 
Ethical approval was sought and granted from The School of Health in Social Science within 




   
 The research was conducted according to the ethical principles of the British 
Psychological Society (BPS) code of conduct for research with human participants, including 
confidentiality, informed consent, right to withdraw and steps taken to minimise exposure to 
distress (The British Psychological Society, 2009). 
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Questionnaire packs contained all information relating to the study, including: information 
sheet; consent form; questionnaire pack and participant debrief form. The packs also included 
a pre-paid envelope with the study correspondence address. To allow an accurate response 
rate calculation, a record was kept of the numbers of questionnaire packs which were 
distributed to each group to allow recall of questionnaires which had not been distributed.  
Order Effects: 
Six separate questionnaires were combined to create one single questionnaire pack given to 
participants. To avoid the potential confound of order effects the questionnaires were counter 
balanced (original order and reverse order); an equal number of each version of the 
questionnaire was distributed.  
Results: 
Data analysis: 
The Statistical Package for Social Sciences for Windows (SPSS v.21; IBM Corp, 2012) was 
used to perform statistical analysis on the data collected.  
Of the 1277 questionnaires distributed, 281 were returned completed (22.00%). Three 
returned questionnaires were excluded as they did not meet the minimum age for inclusion 
(1.42%).  
Missing Data Analysis: 
The data was examined for missing values per questionnaire.  Cases where ≥20% of the data 
was missing from any questionnaire were excluded from further analysis. In total 44 
participants were excluded (15.6%), 234 completed packs were retained for analysis. 
Questionnaires where ≤20% of the data was absent, missing data values were calculated using 
                                                                                                                                                                     




individual mean calculation per questionnaire (Shrive, Stuart, Quan & Ghali, 2006). In total 
116 missing values were imputed, of the total values included in the study.  
Outlier analysis was undertaken for each of the questionnaires. Twenty values across 
all measures were identified as falling out-with two standard deviations from the mean. Each 
of these outlying values were Winsorised (Tukey, 1962). 
Sample: 
It was considered appropriate to only include those participants whose PHQ-9 score would 
indicate they were experiencing symptoms of depression ( score ≥ 8) at the time of 
participation (N= 43) to hypothesis test in this study. Therefore calculations relating to 
reliability of testing instrument and normal distribution were conducted on the scores from 
the ‘depressed’ subgroup of participants.  
Reliability: 
Cronbach’s α was calculated for each measure.  The values for each are as follows: PHQ-9 α 
= 0.637, ITST α = 0.579, ATSPPT-SF α = 0.790, AAQ-24 α = 0.836, VQ α = 0.787, CFQ α = 
0.921.  The data suggests that the measures, apart from the ITST (MacKenzie et al., 2008), 
were sufficiently reliable for inclusion in the study.  The ITST measure was therefore 
excluded from further analysis. 
Normal Distribution: 
Kolmogorov-Smifnoff tests and exploratory data analysis were undertaken to ascertain 
whether the data was normally distributed. The data were not significantly skewed and the 
kurtosis was within normal limits for all variables.  
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Comparisons with missing data: 
Statistical comparisons were undertaken to gauge whether there were significant differences 
in the population of responders whose questionnaires were excluded due to a large amount of 
missing data.   
 An independent t-test found that there were no differences in age between participants 
in the excluded and included group (t (41.384) = 0.181, p = 0.857). Chi square analysis also 
suggested that these groups were similar in terms of proportions of males to females: (X² (1, 
N = 270) = 0.750, p = 0.378), marital status (X² (4, N = 263) = 8.697, p= 0.063), whether the 
respondents were currently receiving depression treatment (X² (1, N = 270) = 0.310, p = 
0.578) or whether the participants considered themselves to be depressed at the time of the 
study (X² (1, N = 258) = 0.47, p = 0.829) . 
 
Sample demographics: 
Data in tables 1  and 2 below provided the demographic and statistical data for the whole sample of 
participants in addition to the ‘depressed’ cohort.  
 The data in Table 1 below indicates that there were significant differences in the 
whole sample across a number of demographic variables including; gender (X² (1) = 34.91, p 
≤  0.001), marital status (X²(3)= 115.82, p ≤ 0.001), education (X²(6)=174.82, p ≤ 0.001), the 
number receiving treatment for depression at the time of participation (X²(1)= 140.6, ≤ 
0.001), those who considered themselves to be depressed at the time of participation 
((X²(1)=145.95, p≤ 0.001) and those who were experiencing symptoms of major depression 
(X²(1)=126.43, p≤ 0.001). 
 Within the depression subgroup of the sample, the proportion of female participants 
with scores indicating depression was higher than males (X²(1) = 12.3, p ≤ 0.001, there were 
differences in marital status (X²(3) = 13.47, p= 0.004, accommodation, (X²(4) = 27.12, p ≤ 
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0.001; education, (X²(5) = 15.5, p= 0.008; those who considered themselves to be depressed 
at the time of participation (X²(1) = 4.67, p = 0.031 and whether participants were receiving 
treatment for depression at the time of participation in the study (X²(1) = 6.72, p = 0.01. 
Table 1: Frequency statistics of study variables  
  Whole Sample Depressed subgroup 










Gender Male 71 30.6 30.6 10 23.3 23.3 
 Female 161 69.4 100 33 76.7 100 
Marital Status Living with a partner 5 2.2 2.2 1 2.3 2.3 
 Married 110 48.5 50.7 17 39.5 41.9 
 Single 33 14.5 65.2 11 25.6 67.4 
  Widowed 79 34.8 100 14 32.6 100 
Accommodation Own home 148 64.1 64.1 15 34.9 34.9 
 Residential Care 16 6.9 71 7 16.3 51.2 
 With Friends 2 0.9 71.9 1 2.3 53.5 
 Rented Accommodation 57 24.7 96.5 18 41.9 95.3 
 With Family 5 2.2 98.7 2 4.7 100 
 Other 1 0.4 99.1 0 0  
  Sheltered Accommodation 2 0.9 100 0 0   
Highest Attained 
Level of Education 
Grammar School 26 11.4 11.4 4 10 10 
High School 87 38.2 49.6 12 30 40 
College 60 26.3 75.9 11 27.5 67.5 
Undergraduate Degree 23 10.1 86 9 22.5 90 
Postgraduate Degree 27 11.8 97.8 2 5 95 
Rather not say 4 1.8 99.6 2 5 100 
None 1 0.4 100 0 0   
Participant’s 
responses to PHQ-9 
indicate presence of 
depression? 
Yes 43 18.4 18.4 43 100 100 




themselves to be 
depressed? 
Yes 23 9.8 9.8 15 34.9 34.9 




Yes 26 11.2 11.2 13 30.2 30.2 





Table 2: Descriptive statistics of study variables for study sample and depression subgroup. 
   
Whole 
Sample        
Participants whose 
PHQ-9 was ≥ 8 
    Normative data  
   Range      Range   (where available) 
  N Min Max Mean 
Std. 










24) 233 54 
121.











(VQ)  232 37 174 87.95 20.08 43 37 105 66.98 16.22 - - 
Patient Health 
Questionnaire 










(ITST) 233 0 9 6.23 2.16 43 0 9 6.02 2.11  -  
 
The data included in Table 2, above, provides the data from the sample as a whole and for 
those participants whose PHQ-9 score was ≥ 8, where possible, comparing it with normative 
data from the literature. The table suggests that the data provided from this sample was 
broadly comparable with the normative data. 
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24 Normative data from an sample of older adults registered with the Australiasian Centre on Aging, (Woodward & Pachana, 2009) 
 
 








Given the large proportion of ‘non depressed’ participants in this sample it was 
decided to test our study hypotheses using only the data of those participants whose score on 
the PHQ-9 had been greater than equal to 8.   
The hypothesis relating to whether people’s ability to accurately recognise their 
symptoms of depression was predicted by their attitudes to the ageing process was tested 
using a binomial logistic regression. The ability to accurately predict depression was entered 
as the dependent variable, with participants who falsely identified themselves as not 
depressed set as the reference variable. Identified predictor variables were depression (PHQ-9 
score) and attitudes to ageing (AAQ-24). 
Binomial logistic regression was used to analyse relationships between a nominal 
dependent variable and continuous or dichotomous independent variables. The Hosmer and 
Lemeshow ‘goodness of fit test’ was non significant and suggested that the values observed 
did not differ significantly from those predicted by the model (X²(7) = 10.77  p = 0.149.  The 
results of the regression suggested that the overall model was non significant X²(2) = 5.613, p 
= 0.06 (statistically significant at the 0.1 level).  
The Wald criterion demonstrated that depression (b = 0.203, Wald X² (1) = 4.74, p = 
0.029) but not attitudes to ageing (b = 0.024. Wald X² (1) =0.481, p = 0.488) predicted the 
variance in older people’s accuracy in recognising whether they were depressed. Exp(B) value 
indicates that when depression score is raised by 1 unit older adults are 1.23 times more likely 
to indicate they are experiencing depression.  
Table 3: Results of the Binomial Logistic Regression   
Accuracy of 
Recognition of 
Depression B (SE) Wald Exp(B) 
95% Confidence Interval for 
Exp(B) 
Lower Bound Upper Bound 
Attitudes to Ageing 
(AAQ-24) 0.024 (0.035) 0.481 1.024 0.957 1.097 
Depression (PHQ-9) 0.203 (0.093)* 4.74 1.225 1.02 1.472 
Constant -5.394(3.3456) 2.599 0.005   
* p = 0.05 
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The hypothesis that participants attitudes to seeking professional psychological help 
would be predicted by higher scores on the PHQ-9, their ability to recognise whether they 
were depressed, greater cognitive fusion, lower endorsement of positive attitudes to aging and 
lower engagement in valued living was tested using a sequential multiple linear regression.   
Multiple linear regression uses several potential independent variables to predict 
response of a dependent variable (Field, 2009). This form of regression requires that the 
dependent variable be metric and the independent variables be metric or dichotomous (Field, 
2009, p. 220).   
An acceptable ratio of valid cases to independent variables for multiple regression is 
10 to one with a minimum ratio five to one (Brace, Kemp & Sneglar, 2003). With 43 cases 
and 7 independent variables, the ratio for this analysis is 6.14 to one. The power calculation 
undertaken above suggested that in only using participants whose scores indicated they were 
experiencing depression in the regression left the study slightly statistically unpowered to 
meet requirements of this regression. However, the sample size met minimum requirement 
stipulated by Brace et al. (2003) and it was judged that the results would be more robust using 
only the depressed portion of the sample.  





 The data also met the assumption of Durbin-Watson independent errors (Durbin-
Watson value = 1.706) and that of non zero variance.
29
  
Participant attitudes to seeking professional psychological help (ATSPPH-SF) were 
entered as the dependent variable. The predictor variables were entered sequentially in the 
following blocks: (block 1 - depression) extent of symptoms of depression as measured by the 
PHQ-9 total scores and accuracy of older people’s depression recognition (one dichotomous 
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 Full details of the colinearity diagnostics are included in Appendix VIII 
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 A correlation table was also undertaken to test for multiple collinearity, it is included in appendix VIIII 
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variable, participant accurately recognised they were depressed vs. participant was depressed 
but did not believe themselves to be depressed), (block 2 – cognitive variables) Participants 
attitudes to ageing (AAQ-24) and the extent to which they were experiencing cognitive fusion 
(CFQ), (block 3 – behavioural variable) the extent to which participants believed they were 
able to engage in valued behaviour (VQ) total scores. The results of the regression are 
detailed in Table 4 overleaf. 
The results of the multiple linear regression suggest that none of the models 
significantly predicted older adults attitudes toward seeking professional psychological help.  
                                                                                                                                                                     
29
 Full details of variance diagnostics are included in Appendix X 
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Table 4: Results of hierarchical multiple regression 
 
Predictors of Attitudes to Seeking Professional Psychological Help in Older Adults (ATTSPH-SF) 
Step Variable β t p R2 
R2 
change p 
1 Participant age -0.181 -0.972 ns 0.033 0.033 ns 
 Number of years education  0.007 0.038 ns       
2 Participant age -0.186 -0.969 ns 0.052 0.019 ns 
 Number of years education  .0.004 0.018 ns    
 Depression (PHQ-9) 0.159 0.726 ns    
 
Participant correctly identified 
themselves as depressed vs. not 
depressed -0.087 -0.388 ns    
3 Participant age 
-.146 -0.732 ns 
0.110 0.057 ns 
 Number of years education  
.058 .283 ns 
   
 Depression (PHQ-9) 0.279 1.019 ns    
 
Participant correctly identified 
themselves as depressed vs. not 
depressed 
-0.170 -0.725 ns 
   
 Attitudes to Ageing (AAQ-24) 0.285 1.196 ns    
 Cognitive Fusion (CFQ) 
0.148 0.645 ns 
      
4 Participant age 
-0.148 -0.721 ns 0.110 .000 ns 
 Number of years education  
0.055 0.261 ns 
   
 Depression (PHQ-9) 0.282 0.998 ns    
 
Participant correctly identified 
themselves as depressed vs. not 
depressed 
-0.176 -0.697 ns 
   
 Attitudes to Ageing (AAQ-24) 0.295 1.051 ns    
 Cognitive Fusion (CFQ) 
0.140 0.541 ns 
   
  Valued Living (VQ) 
-0.022 -0.075 ns 





The results of this study demonstrate a number of interesting findings. The data suggests that 
the prevalence of symptoms of major depression in this sample was 18.4% which is 
significantly higher than the range of population estimates predicted by Blazer (2003) at 
between one and four percent. It is, however, commensurate with other research in home care 
populations which has indicated that the number of older adults with significant depressive 
symptoms falls between 12 and 33% (Richardson, He, Podgorski, Tu and Conwell, 2010). 
The prevalence in our sample is also analogous with the results of a systematic review 
undertaken by Beekman et al., (1999), who found an average depression prevalence of 13.5% 
in community samples. 
The frequency statistics (detailed in table 1) suggest there were a notable proportion of 
older adults within our sample who were experiencing significant symptoms of depression 
which were untreated. Within the ‘depressed’ subgroup (participants whose PHQ-9 score 
indicated the presence of depression) of our sample 69.8% of participants were not receiving 
treatment for depression, suggestive of under reporting or under recognition within our 
population.  These results are commensurate with the literature that there will be older people 
in the community who will experience depression but will not receive treatment (Chew-
Graham et al., 2004).  
Literature from the younger adult population suggests that under-treatment of 
depression is a significant issue across populations. Mitchell, Vaze, and Rao (2009) 
undertook a meta-analysis of 118 academic papers which assessed the accuracy of depression 
diagnoses in primary care. Their results suggested that GPs accurately identified depression in 
47.3% of cases, which appears to be consistent within the adults of working age literature 
(e.g. Rost et al., 1998; Freeling, Rao, Paykel, Sireling & Burton, 1985) . This proportion of 
correctly identified cases is higher than that achieved in our study. The literature suggests that 
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the rate of recognition of depression by general practitioners might be lower within an older 
adult population, suggesting a treatment rate of approximately 38% (Watts et al., 2002) which 
is similar to the treatment rate of depression in our sample of 30%.   
Earlier work has noted that there are a number of reasons older people will not receive 
treatment for depression. Ageism and nihilism, existent in both older people and the medical 
profession have been posited as reasons for older people not receiving treatment (Unützer, et 
al., 1999). The literature suggests that when older people disclose symptoms of depression 
less than half will be offered appropriate treatment (Campbell, 2010) which is suggestive of 
nihilism on the part of primary care (Unützer, 1999). In addition, there is a strong finding in 
the literature that people commonly believe that they should work through their own 
emotional distress (Pill, Prior & Wood, 2001). These earlier contributions to the literature 
suggest that negative attitudes toward seeking professional help may prevent older people not 
seeking treatment for emotional problems like depression.    
Rickwood, Deane and Wilson (2007) suggest that a number of factors are involved in 
people’s decisions to seek treatment for mental health problems, including understanding 
what they are experiencing is something which would require treatment. It may be the case 
that older people, if they are unable to recognise their symptoms as something which 
constitutes depression may not be aware they should seek treatment.  
The under treatment of depression has been discussed extensively in the literature 
(e.g. Unutzer, 1999). It has been suggested that there are three possible factors which 
contribute to this, the health professional who fails to diagnose it, the patient and the health 
care organisation (Davidson & Meltzer-Brody, 1999; Hirschfield et al., 1997). Patel et al. 




The data in table 1 also suggested that 65.1% of participants who achieved scores on 
the PHQ-9 suggestive of significant symptoms of depression did not consider themselves to 
be depressed at the time of their participation in this study.  
The literature has demonstrated that people can find it difficult to identify depression 
in themselves and others (Jorm, Korten, Jacomb, Christensen et al., 1997). In particular, it has 
been noted that whilst people can recognise emotional distress they often don’t know at what 
point they should conceptualise it as depression or any of the other common psychological 
problems, which suggests a lack of mental health literacy (Jorm et al., 1997). Interestingly, 
Cooper-Patrick et al. (2002) found that patients will often engage in a range of behaviours 
prior to seeking treatment for depression including denial and negative behaviours.  This is 
consistent with earlier research which suggested that approximately only one third of older 
people with depression will discuss concerns about their mental health with their primary care 
health provider (Chew-Graham et al., 2004). 
The ‘understandability phenomena’ of depression, manifesting in negative attitudes 
toward the ageing process in older adulthood, may also be associated with large proportions 
of older adults failing to recognise they are depressed (Burroughs et al., 2011). Much of the 
literature concerning barriers to older adults accessing mental health services has cited 
negative attitudes of western societies towards ageing (Ron, 2007).  Particular beliefs appear 
to be that older adulthood is a time associated with loss, sadness illness and isolation which 
should be accepted as it is not possible to change (Laidlaw et al., 2007). It has been suggested 
that older adults internalising negative stereotypes of ageing which may explain their 
difficulty in recognising depression (Gallo et al., 1994; Nelson 2005)   
Our main hypothesis tested the theory that negative attitudes towards the ageing 
process (ageism) and depression would predict older adults’ accuracy in recognising whether 
they were depressed. The overall model was not significant; however, it was approaching 
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significance. Within the model, the data did not support our hypothesis that older adults’ 
attitudes toward the ageing process predicted their ability to recognise whether they were 
depressed however, the extent to which they endorsed symptoms of depression did.  
This led us to consider whether mental health literacy may be a factor in older adults 
recognition of their experience of depression (Jorm et al. (1997). Older people may not have 
good mental health literacy; whilst they might recognise emotional distress they may not be 
able to label it accurately as depression (Jorm et al., 2000). However, when older adults 
recognise that they have multiple symptoms they may then recognise depression.   
Patel et al. (2004) considered depression recognition in a sample of younger adults. 
Their results suggested that when asked all of their participants were able to name one 
symptom of depression. However, those participants who had experienced a previous episode 
of depression were able to identify significantly more symptoms than those with no 
depression history. The authors suggested their results indicated people may lack mental 
health literacy concerning depression and in only being aware of some well known symptoms 
(e.g. loss of interest or anhedonia) may therefore unable to link symptoms together enabling 
their understanding that they are experiencing a clinical disorder. This is supported by the 
work of Cooper-Patrick et al. (2002) who found that prior to seeking treatment, patients had 
recognised one or two of the most commonly recognised symptoms of depression, however 
their interpretations of these symptoms had varied.    
This is further supported by the exploratory work of Brown et al. (2001) who 
considered the role of cognitions and personal illness models in understanding patients 
approach and attitude to depression self management. They suggested that people may not 
engage in management of depressive symptoms because they may fail to conceptualise their 
difficulties within the framework of a depressive illness, nor recognise the seriousness of the 
disorder. In a small sample of primary care patients of working age Brown et al (2001) 
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attempted to explore illness models associated with depression. In their sample patients often 
viewed their depressive symptoms’ as caused by stress but most of their participants believed 
depression was not a serious condition nor could it be helped by treatment.  
In addition, Patel et al. (2004) noted that their respondents tended to view depression 
as something which was brought on themselves rather than a clinical disorder. This 
attribution may also explain under treatment and participant’s lack of identification with the 
disorder when asked if they feel depressed. This may present a barrier to treatment. If older 
people do not recognise what they are experiencing as a treatable condition they will be 
unlikely to seek treatment. Equally, if they do not recognise they are experiencing symptoms 
of depression until their difficulties are more significant this potentially delays treatment and 
increases the potential for associated disability.    
Our study also attempted to further explore the intrinsic barriers older people face in 
seeking treatment. Specifically, we hypothesised that several variables may influence older 
peoples’ attitudes towards treatment seeking including; depression, whether older people 
were able to accurately recognise whether they were depressed, their attitudes to the ageing 
process, the extent to which they were cognitive fused and the extent to which participants 
were able to engage in ‘valued behaviours’.  
The results of the regression suggested that none of the variables significantly 
predicted older adult’s attitudes to seeking professional psychological help.  
This finding was both surprising and inconsistent with existing literature which 
suggests that negative attitudes to ageing can result in nihilism about mental health treatment 
(Unützer et al., 1999). We had anticipated that negative attitudes to ageing were likely to be 
consistent with Abramson et al. (1978) attribution theory. We believed this to be likely as 
older people with more positive internalised attributions about the ageing process may be 
more likely to view their difficulties as specific, internal and within their control and therefore 
  
 115 
amenable to change and would therefore have more positive attitudes about seeking 
treatment.  
This was the first study to our knowledge which considered the role of cognitive 
fusion as a predictor of attitudes to treatment seeking. Whilst there was not a precedent in the 
literature to suggest that fusion may play a role, ACT theory suggested that it may.  The 
extent to which people were cognitively fused influenced their treatment seeking attitudes 
would have been consistent with the ACT’s model of psychological flexibility (Hayes et al., 
2012).  The model describes that pain, or psychological distress in the context of this study, is 
a fundamental part of living (Hayes et al., 2012).  ACT theory defines cognitive fusion in the 
context of depression in the following way: 
‘the dominance of verbal relations over direct experience in controlling behaviour’ 
(Gillanders et al. 2014, p.97). 
This suggests that in this context cognitive fusion is similar to rumination, the process of 
verbally problem solving to attempt to overcome depression (Gillanders et al., 2014). 
Therefore, it would have been natural that people experiencing more cognitive fusion would 
seek treatment, as they attempt to verbally fix or solve their symptoms rather than be 
accepting of them.  
  The correlation analysis undertaken as part of the multiple regression demonstrated a 
negative, moderate and highly significant correlation between attitudes to ageing and severity 
of depression.   This result is consistent with those of Quinn, Laidlaw and Murray (2009) who 
found their subsample of depressed participants indicated more negative attitudes to ageing 
where the non clinical sample demonstrated more positive attitudes to ageing.  The authors 
noted these results may suggest that non clinical participants may have further capacity to 
view ageing as a time where growth and increased functionality was possible (Quinn et al., 
2009; Deppe & Jeste, 2006) Quinn et al. (2009) also noted that greater psychological 
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wellbeing may be more likely if many of the challenges associated with growing older have 
not already been encountered.  
The findings of Law, Laidlaw and Peck (2010) would caution against attributing this 
finding solely to the ‘understandability’ phenomena. Their results suggested that participants 
who scored highly on the understandability phenomena were likely to have more negative 
attitudes to ageing than those who did not. Future research may wish to consider the relative 
effect of the ‘understandability’ phenomenon on attitudes to seeking mental health treatment.  
Limitations: 
Whilst this study met the absolute minimum requirements for power within a multiple linear 
regression (Brace et al., 2003) it is likely that a lack of adequate statistical power may have 
increased the probability of a type II error and contributed to the lack of significant findings in 
this study. Future work would require a greater sample of cases where participants were 
achieving a cut score indicative of a depressive disorder.  
 The PHQ-9, whilst used extensively in primary care and validated for use with older 
people, was not designed specifically for an older adult population. This measure was chosen 
as it is used within primary care to ascertain the presence of depressive illness (NHS 
Confederation & British Medical Association, 2003). In addition there was some precedence 
for the use of this measure within the literature (Ell et al., 2009). It might be considered that 
the cut point used in the PHQ-9 in this study to indicate depression (greater than or equal to a 
score of 8) was too low.  
It has been suggested that a score of greater than 15 was appropriate to ascertain depression in 
adults of working age (Cameron, et al., 2011). However, findings within the older adult 
population suggested that a more appropriate cut point to indicate depression within this 
population was greater than or equal to 8. A meta-analysis undertaken suggested that 8 was an 
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appropriate cut point, with adequate sensitivity and specificity, to screen for moderate 
depression within this population (Manea, Gilbody & McMillan, 2012) 
. We believe that a lower cut point in this sample is defendable as research suggests 
that older people are likely to under report depressive symptoms and when universal 
measures of depression are used older adults are likely to fall within the subclinical range 
(Blazer, 2010). Therefore, this sample has used a pragmatic score, based on previous 
population specific and measure specific data to ascertain the percentage population of 
depression in this sample.  
 The cross sectional nature of the project means that we are unable to establish 
causality in any of the relationships between variables and it is not possible to rule out the 
influence of self report bias in the results (Oppenheim, 1992). The present study sought to 
explore people’s experiences of psychological distress therefore increasing the likelihood of a 
socially desirable response from respondents (Todaro, Sears, Rodriguez & Musto., 2005). 
However, other parts of the questionnaire which related to participants’ experiences may not 
have been as affected by social desirability responding, for example older people’s 
experiences of the ageing process, as experiences of discrimination and health beliefs tend to 
experience less influence from social desirability bias (van de Mortel, 2008). In addition, the 
Cognitive Fusion Questionnaire was found to be uncorrelated with socially desirable 
responding (Gillanders et al., 2014). Self completion postal surveys have also been found to 
be less influenced by this type of responding due to the absence of an interviewer (Sudman & 
Bradburn, 1982).  
As there was no obligation to participate in the study it is unclear as to whether there 
were significant differences between responders and non responders. However, the 
prevalence of depression in those who responded to the study suggests that the data falls in 
line with other prevalence estimates within this population (Beekman et al., 1999). It is also 
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possible that older people who experience undiagnosed depression may be less motivated to 
return the questionnaires.   
The inclusion and exclusion criteria were left deliberately broad, excluding only those 
participants who were less than 65 years old or who had not provided their written consent. 
Frequently, studies that consider common psychological problems in older people exclude 
those with a diagnosis of dementia due to concerns regarding consent, reliability of data, 
potential confound of a measured condition, or a person with dementia’s suspected reduced 
ability to follow a research protocol (Taylor, DeMers, Vig and Borson, 2012).   
 Cognitive impairment was not set as exclusion criteria for this study for a number of 
reasons. Screening would require either, access to the participants’ medical notes, or 
completion of a cognitive screen like the Mini Mental State Examination (Folstein, Folstein 
and McHugh, 1975).  Both of these methods would have compromised the anonymity of the 
participant and potentially discouraged participation. Therefore not explicitly excluding 
cognitive impairment did not feel a risk to the study integrity.  
The study also excluded those older people who were significantly visually impaired. 
It should be considered a limitation of the generalisability of this study that these participants 
were probably excluded through the recruitment method.  
A further possible limitation of this study is that a large number of participants were 
recruited from community groups where they were engaging in some form of social contact or 
from sheltered housing where social contact is more likely. It could be argued that these 
participants were engaged in the community and were less likely as a result to experience 
depression (Chaio, Weng & Botticello, 2011).  
Our sample was drawn from a rural health board where there are well established 
community links and there tends to be little population migration (Scottish Borders Council, 
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2010). Therefore, a more urban sample where there are less established community links may 
have produced different results (Chaio et al, 2011).  
Implications:  
This study has yielded some interesting findings, which have implications for both theory and 
clinical practice.  
 To date, much of the literature concerning the factors which consider the barriers to 
older adults seeking treatment for common mental health problems have been qualitative, 
conducted on small samples or sought to explore older adults attitudes to seeking treatment 
through indirect means (Barry, 1994; Jorm et al., 2000). 
This is the first study to our knowledge to examine the role of cognitive fusion in 
predicting ‘depressed’ older adults’ treatment seeking attitudes.   
The results of the study suggest none of the predictor variables significantly predicted 
attitudes towards seeking professional psychological help suggesting that other variable may 
play a significant role.  
Stigma surrounding mental health problems was not considered as a variable in this 
study and may play a significant role in whether older adults seek treatment (Conner et al., 
2010). Our data suggests that significant proportion of the older people in our sample 
experienced difficulty in recognising their depressive symptoms which may suggest a  lack 
mental health literacy (Jorm et al., 1997). We could wonder whether this lack of literacy may 
extend to misconceptions about what psychological therapy might be, which may lead to 
older people viewing psychological therapy more negatively.   
The availability of social support and the strengths of interpersonal networks may also 
have an effect on treatment seeking attitudes and behaviours (Cooper-Patrick et al., 1997). In 
addition, the views of others within the older persons’ social network about efficacy and 
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acceptability of psychological therapy may also have some bearing on their attitudes towards 
seeking professional help (Golberstien, Eisenberg & Gollust, 2008).  
 The results of our study have implications across a range of domains in clinical 
practice including primary and secondary care in addition to other organisations that may 
have contact with older people. Our overall sample was, in the majority, comprised of older 
adults who were not experiencing symptoms of depression.  
Firstly, our results suggest a significant under-treatment rate of depression in our 
sample, the majority of participants whose PHQ-9 score indicated the presence of depression 
were not receiving any form treatment. Our results also indicated that older people may not 
have sufficient understanding of common mental health problems like depression to 
accurately recognise when their symptoms of emotional distress indicate they are depressed 
(Jorm et al., 1997). This has implications for primary care clinicians, mental health 
practitioners and community staff alike. Our results suggest appropriate diagnosis of 
depression is being missed within this population and that simply asking an older person 
whether they believe themselves to be depressed will not guarantee a response which 
accurately reflects the presence of depression.  
In addition, the findings of our study suggested that severity of depression symptoms 
was the factor most likely to influence whether the ‘depressed’ cohort of our sample were 
likely to recognise whether they were currently experiencing depression.  This suggested that 
older adults may not recognise they are experiencing a clinical problem until their symptoms 
are quite severe, when they could access treatment earlier in the process. Therefore, it would 
be appropriate to screen for depression using a measure like the PHQ-9 (Kroenke & Spitzer, 
2001) which has been validated in older people. Our findings support the earlier work of 
Brown et al. (2001) and suggest that primary care professionals may need to spend time with 
older people who may be depressed exploring their attitudes and cognitions about illness to 
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enable to them to understand and accepting mental health treatment, in addition to helping 
professionals tailor appropriate treatment.   
Public health campaigns can be effective in providing useful information and 
prompting health behaviour change (Health Development Agency, 2004).  Our findings 
suggest that public health campaigns could provide useful information to older people.  In 
particular these campaigns could usefully promote messages about older adulthood not being 
an inevitably negative experience (Carstensen et al., 2011), the prevalence, symptoms and 
risk factors of depression in older adulthood and the efficacy of treatment. These may 
increase mental health literacy (Jorm et al, 1997) and perhaps a change in the way older age is 
conceptualised by society (Ron, 2007) thereby increasing accurate depression recognition and 
positive attitudes to aging within this population and influencing treatment seeking attitudes. 
   
Conclusions 
This study has produced some novel results. The data suggests there are a significant 
proportion of the older adult population in this sample who have untreated symptoms of 
depression. A further significant proportion of those depressed older adults were unable to 
accurately recognise they were depressed.  
Our results suggested that severity of depression symptoms predicted how accurately 
older people were able to recognise whether they were depressed and attitudes to ageing did 
not. This was an interesting finding as it suggested that lack of mental health literacy (Jorm et 
al., 1997) was a more probable explanation for this inaccuracy, rather than the hypothesised 
nihilism about the treatment process (Unutzer, 1999). 
The results of this study suggested that in a small depressed sample of older adults, 
depression, accuracy of depression recognition cognitive fusion, attitudes to ageing and 
engagement in valued living, did not predict attitudes towards seeking professional 
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psychological help. Inadequate statistical power may have limited the results here, however, it 
suggests that other factors could be considered for their relative influence on older adults 
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Instructions for authors  
 
This journal uses ScholarOne Manuscripts (previously Manuscript Central) to peer review 
manuscript submissions. Please read the guide for ScholarOne authors before making a submission. 
Complete guidelines for preparing and submitting your manuscript to this journal are provided below.  
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sent to m.orrell@ucl.ac.uk .  
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our Author Services website.  
   
Aging & Mental Health is an international peer-reviewed journal publishing high-quality, original 
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for further consideration, to peer-review by independent anonymous expert referees. All peer review 
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 the manuscript is not currently under consideration or peer review or accepted for publication 
or in press or published elsewhere. 
 the manuscript contains nothing that is abusive, defamatory, libellous, obscene, fraudulent, or 
illegal. 
Please note that Aging & Mental Health uses CrossCheck™ software to screen manuscripts 
for unoriginal material. By submitting your manuscript to Aging & Mental Health you are 
agreeing to any necessary originality checks your manuscript may have to undergo during the 
peer-review and production processes.  
Any author who fails to adhere to the above conditions will be charged with costs which Aging & 
Mental Health incurs for their manuscript at the discretion of Aging & Mental Health ’s Editors and 
Taylor & Francis, and their manuscript will be rejected.  
 
This journal is compliant with the Research Councils UK OA policy. Please see the licence 
options and embargo periods here .  
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Manuscript preparation 
1. General guidelines 
↑Back to top.  
 Manuscripts are accepted only in English. Any consistent spelling and punctuation styles 
may be used. Please use single quotation marks, except where ‘a quotation is “within” a 
quotation’. Long quotations of 40 words or more should be indented without quotation 
marks. 
 Manuscripts may be in the form of (i) regular articles not usually exceeding 5,000 words 
(under special circumstances, the Editors will consider articles up to 10,000 words), or (ii) 
short reports not exceeding 2,000 words . These word limits exclude references and tables. 
Manuscripts that greatly exceed this will be critically reviewed with respect to length. 
Authors should include a word count with their manuscript.  
 Manuscripts should be compiled in the following order: title page (including 
Acknowledgments as well as Funding and grant-awarding bodies); abstract; keywords; main 
text; references; appendices (as appropriate); table(s) with caption(s) (on individual pages); 
figure caption(s) (as a list).  
Please supply all details required by any funding and grant-awarding bodies as an 
Acknowledgement on the title page of the manuscript, in a separate Funding paragraph, as 
follows:  
For single agency grants :  
This work was supported by the <Funding Agency> under Grant <number xxxx>.  
For multiple agency grants :  
This work was supported by the <Funding Agency #1> under Grant <number xxxx>; 
<Funding Agency #2> under Grant <number xxxx>; and <Funding Agency #3> under Grant 
<number xxxx>.   
 Structured Abstracts of not more than 250 words are required for all manuscripts submitted. 
The abstract should be arranged as follows: Title of manuscript; name of journal; abstract 
text containing the following headings: Objectives, Method, Results, and Conclusion.  
 Each manuscript should have 3 to 5 keywords .    
 Search engine optimization (SEO) is a means of making your article more visible to anyone 
who might be looking for it. Please consult our guidance here .  
 Section headings should be concise. The text should normally be divided into sections with 
the headings Introduction, Methods, Results, and Discussion. Long articles may need 
subheadings within some sections to clarify their content.   
 All authors of a manuscript should include their full names, affiliations, postal addresses, 
telephone numbers and email addresses on the cover page of the manuscript. One author 
should be identified as the corresponding author. Please give the affiliation where the 
research was conducted. If any of the named co-authors moves affiliation during the peer 
review process, the new affiliation can be given as a footnote. Please note that no changes to 
affiliation can be made after the manuscript is accepted. Please note that the email address of 
the corresponding author will normally be displayed in the article PDF (depending on the 
journal style) and the online article. 
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 All persons who have a reasonable claim to authorship must be named in the manuscript as 
co-authors; the corresponding author must be authorized by all co-authors to act as an agent 
on their behalf in all matters pertaining to publication of the manuscript, and the order of 
names should be agreed by all authors. 
 Biographical notes on contributors are not required for this journal. 
 Authors must also incorporate a Disclosure Statement which will acknowledge any financial 
interest or benefit they have arising from the direct applications of their research.  
 For all manuscripts non-discriminatory language is mandatory. Sexist or racist terms must not 
be used. 
 Authors must adhere to SI units . Units are not italicised.  
 When using a word which is or is asserted to be a proprietary term or trade mark, authors 
must use the symbol ® or TM. 
 Authors must not embed equations or image files within their manuscript. 
  
2. Style guidelines 
↑Back to top.  
 Description of the Journal’s article style.  
 Description of the Journal’s reference style.  
 Guide to using mathematical scripts and equations.  
 Word templates are available for this journal. If you are not able to use the template via the 
links or if you have any other template queries, please contact authortemplate@tandf.co.uk.  
  
3. Figures 
↑Back to top.  
 Please provide the highest quality figure format possible. Please be sure that all imported 
scanned material is scanned at the appropriate resolution: 1200 dpi for line art, 600 dpi for 
grayscale and 300 dpi for colour. 
 Figures must be saved separate to text. Please do not embed figures in the manuscript file. 
 Files should be saved as one of the following formats: TIFF (tagged image file format), 
PostScript or EPS (encapsulated PostScript), and should contain all the necessary font 
information and the source file of the application (e.g. CorelDraw/Mac, CorelDraw/PC). 
 All figures must be numbered in the order in which they appear in the manuscript (e.g. Figure 
1, Figure 2). In multi-part figures, each part should be labelled (e.g. Figure 1(a), Figure 1(b)). 
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 Figure captions must be saved separately, as part of the file containing the complete text of 
the manuscript, and numbered correspondingly. The captions should include keys to symbols, 
and should make interpretation possible without reference to the text. 
 The filename for a graphic should be descriptive of the graphic, e.g. Figure1, Figure2a. 
  
4. Publication charges 
↑Back to top.  
Submission fee  
There is no submission fee for Aging & Mental Health .  
Page charges  
There are no page charges for Aging & Mental Health .  
Colour charges  
Colour figures will be reproduced in colour in the online edition of the journal free of charge. 
If it is necessary for the figures to be reproduced in colour in the print version, a charge will 
apply. Charges for colour figures in print are £250 per figure ($395 US Dollars; $385 
Australian Dollars; 315 Euros). For more than 4 colour figures, figures 5 and above will be 
charged at £50 per figure ($80 US Dollars; $75 Australian Dollars; 63 Euros). 
Depending on your location, these charges may be subject to Value Added Tax .  
  
5. Reproduction of copyright material 
↑Back to top.  
If you wish to include any material in your manuscript in which you do not hold copyright, 
you must obtain written permission from the copyright owner, prior to submission. Such 
material may be in the form of text, data, table, illustration, photograph, line drawing, audio 
clip, video clip, film still, and screenshot, and any supplemental material you propose to 
include. This applies to direct (verbatim or facsimile) reproduction as well as “derivative 
reproduction” (where you have created a new figure or table which derives substantially from 
a copyrighted source). 
You must ensure appropriate acknowledgement is given to the permission granted to you for 
reuse by the copyright holder in each figure or table caption. You are solely responsible for 
any fees which the copyright holder may charge for reuse. 
The reproduction of short extracts of text, excluding poetry and song lyrics, for the purposes 
of criticism may be possible without formal permission on the basis that the quotation is 
reproduced accurately and full attribution is given. 
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For further information and FAQs on the reproduction of copyright material, please consult our 
Guide .  
 
   
6. Supplemental online material  
↑Back to top.  
Authors are encouraged to submit animations, movie files, sound files or any additional 
information for online publication. 
 Information about supplemental online material  
  
Manuscript submission 
↑Back to top.  
All submissions should be made online at the Aging & Mental Health ScholarOne 
Manuscripts website. New users should first create an account. Once logged on to the site, 
submissions should be made via the Author Centre. Online user guides and access to a 
helpdesk are available on this website.  
Manuscripts may be submitted in any standard editable format, including Word and EndNote. These 
files will be automatically converted into a PDF file for the review process. LaTeX files should be 
converted to PDF prior to submission because ScholarOne Manuscripts is not able to convert LaTeX 
files into PDFs directly. All LaTeX source files should be uploaded alongside the PDF.  
Authors should prepare and upload two versions of their manuscript. One should be a complete text, 
while in the second all document information identifying the author should be removed to allow the 
files to be sent anonymously to referees.  
   
Click here for information regarding anonymous peer review.  
   
Copyright and authors' rights 
↑Back to top.  
To assure the integrity, dissemination, and protection against copyright infringement of 
published articles, you will be asked to assign us, via a Publishing Agreement, the copyright 
in your article. Your Article is defined as the final, definitive, and citable Version of Record, 
and includes: (a) the accepted manuscript in its final form, including the abstract, text, 
bibliography, and all accompanying tables, illustrations, data; and (b) any supplemental 
material hosted by Taylor & Francis. Our Publishing Agreement with you will constitute the 
entire agreement and the sole understanding between you and us; no amendment, addendum, 
or other communication will be taken into account when interpreting your and our rights and 
obligations under this Agreement. 
Copyright policy is explained in detail here .  
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Free article access 
↑Back to top.  
As an author, you will receive free access to your article on Taylor & Francis Online. You will be 
given access to the My authored works section of Taylor & Francis Online, which shows you all your 
published articles. You can easily view, read, and download your published articles from there. In 
addition, if someone has cited your article, you will be able to see this information. We are 
committed to promoting and increasing the visibility of your article and have provided guidance on 
how you can help . Also within My authored works , author eprints allow you as an author to quickly 
and easily give anyone free access to the electronic version of your article so that your friends and 
contacts can read and download your published article for free. This applies to all authors (not just 
the corresponding author).  
   
Reprints and journal copies 
↑Back to top.  
Article reprints can be ordered through Rightslink® when you receive your proofs. If you have any 
queries about reprints, please contact the Taylor & Francis Author Services team at 
reprints@tandf.co.uk . To order a copy of the issue containing your article, please contact our 
Customer Services team at Adhoc@tandf.co.uk .  
   
Open access 
↑Back to top.  
Taylor & Francis Open Select provides authors or their research sponsors and funders with the option 
of paying a publishing fee and thereby making an article permanently available for free online access 
– open access – immediately on publication to anyone, anywhere, at any time. This option is made 
available once an article has been accepted in peer review.  
 
Full details of our Open Access programme  
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NHS Borders  
 
Psychological Services and the  
University of Edinburgh Doctorate in Clinical 
Psychology Programme 





Tel 01896 668821 
Dear Sir/Madam, 
 
Participant Information Form 
 
My name is Louise Keir; I am Trainee Clinical Psychologist with NHS Borders and the University of 
Edinburgh.  As part of my final year’s training I have to complete a research project in an area of interest, 
which for me is people who have past the age of retirement.  This information sheet is inviting you to take 
part in my project.  This project is supervised by a Consultant Clinical Psychologist in NHS Borders and a 
Clinical Psychologist in the University of Edinburgh. 
 
What is the project about? 
There has been some research done which looks at older people and how their mental wellbeing (by this we 
mean feelings of being down, low in mood, or feeling agitated and edgy) might change as they become 
older.  It has been suggested that for some older people, their mental wellbeing might change and that they 
do not always access the help which might be available to them.  There might be lots of reasons that older 
people might not require help for changes in their mental wellbeing but there has been no research to help 
us to understand where older people get help.  My project aims to look at the mental wellbeing of some older 
people in the community and to understand what they think about mental health and where they might get 
support if they needed it.   
 
 
If I decide to take part, what will I need to do? 
If you would like to take part in the project there are some questionnaires to fill in.  The consent form 
attached will ask you to give your name, address and date of birth, this will be kept separately to your 
completed questionnaire so you will not be identifiable from your responses.  The questionnaire will take 
around about 20 minutes to complete.  Please be as honest as you can when you answer the questions. 
Often, the best way to do this is not to think about your answer too much and give the first answer which 
comes to you.  
 
Once you have completed the questionnaire, please return it in the pre-paid envelope attached. Please 
return the questionnaire, even if you are not able to complete it all.  Any information you can provide will be 
very helpful. 
 
What will happen to the information I give as part of the project? 
The information you give will be converted into numbers and will be compared with lots of other people’s 
answers, to see if other people think similar things.  The information you give will not be identifiable.  Once 
the information has been compared and analysed, the results will be written up as part of my final project.  
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Are there any risks to my taking part? 
It is unlikely, but there is a very small chance that some of the questions which form part of the questionnaire 
might leave you feeling a little upset because they ask about your mental wellbeing.  If you do feel upset 
after completing the questionnaire please feel free to contact me, or there is a sheet attached at the end of 
the questionnaire which tells you of some places where you will be able to access some support. 
 
Do I have to take part? 
No.  It is completely up to you whether or not you would like to take part in this project.  If you decide that 
you don’t want to, or you complete the questionnaire and decide later that you wish to withdraw your 
consent, you may do this at any time.  Deciding not to take part will not affect any health care or treatment 
you might get from NHS Borders. 
 
If I have any questions, who should I ask? 
If there is anything you would like to ask about the project please feel free to contact me and I will be happy 
to answer your questions.   
 
My telephone number is 01896 668821, my email address is louise.keir@borders.scot.nhs.uk and my work 
address is Psychological Services, 12 Roxburgh St, Galashiels, TD1 1PF. 
 
 






Trainee Clinical Psychologist 
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Participant Consent Form 
 
In undertaking research it is important that people understand what they are taking part in.  This page is to 
check that you have been given all the information you need to decide if you would like to take part. 
 
If you would like to take part in this study, please read the following statements: 
 
 I understand why this study is taking place. 
 
 I understand that my participation in this study entirely voluntary and confidential. 
 
 I understand that I may ask for more information about the study and withdraw my participation at 
any time.   
 
 I understand that whether or not I consent to taking part in this project does not in any way affect the 
health or social care provided to me. 
 
 I understand that although it is unlikely, some of the questionnaires could leave me feeling a little 
upset as they as me about my own well being. 
 
 










    
   ……….………………………………………………………… 
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Some Questions about you…..  
1. What is your age in years? ……………………    
         
2. Gender?      Male Female 
         
3. What is your marital status?      
 Living with a partner  Single    
 Married    Widowed   
         
4. Where do you live?       
 Own home   Rented accommodation  
 Residential Care   With Family   
 With friends   Other? …………………………… 
         
5. What is the highest level of education you achieved?    
 Grammar School   Undergraduate Degree  
 High School   Postgraduate Degree   
 College    Rather not say   
         
         
6a.Do you currently consider yourself to be physically healthy? Yes  No  
         
6b.If you do not consider yourself to be physically healthy, please 
state the medical conditions you experience ……………………………………. 
         
7. Are you currently receiving any treatment for depression, 
anxiety or any other mental health problem?  Yes  No  
         
b. If yes, what treatment do you currently receive?    
Medication Counselling Psychological Therapy Other?..................... 
         
8. At the moment, are you depressed?    Yes No 
         
9. Would you seek professional help if you were experiencing depression or low mood?  
Definitely Probably Probably not Definitely not  
         
10. How Comfortable would you feel talking to a professional about low mood or 
depression?  
Very  Somewhat Not very  Not comfortable at all 
         
11. How embarrassed would you be if your friends knew you were getting help 
for low mood or depression?   
Very   Somewhat Not very  Not at all  
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PHQ-9 Patient Questionnaire 
 
1. Over the last 2 weeks, how often have you been bothered by any of the following problems? 
 









     
a. Little interest or pleasure in doing things 
 
 
   
b. Feeling down, depressed, or hopeless     
c. Trouble falling/staying asleep, sleeping too much 
 
 
   
d. Feeling tired or having little energy.     
e. Poor appetite or overeating     
f. Feeling bad about yourself - or that you are a 
failure or have let yourself or your family down     
g. Trouble concentrating on things, such as 
reading the newspaper or watching television     
h. Moving or speaking so slowly that other people 
could have noticed. Or the opposite - being so 
fidgety or restless that you have been moving 
around a lot more than usual     
i. Thoughts that you would be better of dead or of 
















This questionnaire asks you how you feel about growing older. 
 
Please answer all the questions. If you are unsure about which response to give to a question, please 
choose the one that appears most appropriate. This can often be your first response. You should circle the 
number that best fits how true the statements are for you. 
 
1. As people get older they are better able to cope with life.  
     
Strongly disagree Disagree Uncertain Agree Strongly agree 
         
2. It is a privilege to grow old.    
Strongly disagree Disagree Uncertain Agree Strongly agree 
     
3. Old age is a time of loneliness.    
Strongly disagree Disagree Uncertain Agree Strongly agree 
     
4. Wisdom comes with age.    
Strongly disagree Disagree Uncertain Agree Strongly agree 
     
5. There are many pleasant things about growing older.  
Strongly disagree Disagree Uncertain Agree Strongly agree 
     
6. Old age is a depressing time of life.   
Strongly disagree Disagree Uncertain Agree Strongly agree 
      
7. It is important to take exercise at any age.   














The next part of the questionnaire asks you to rate how true each statement is to your 
experience of growing older 
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8. Growing older has been easier than I thought.   






true Extremely true 
9. I find it more difficult to talk about my feelings as I get older.  





     
10. I am more accepting of myself as I have grown older.  





     
11. I don’t feel old.     





     
12. I see old age mainly as a time of loss.   





     
13. My identity is not defined by my age.   





     
14. I have more energy now than I expected for my age.  





     
15. I am losing my physical independence as I get older.  





      
16. Problems with my physical health do not hold me back from doing what I want to. 





     
17. As I get older, I find it more difficult to make new friends.  
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18. It is very important to pass on the benefits of my experiences to younger people. 









     
19. I believe my life has made a difference.   









     
20. I don’t feel involved in society now that I am older.  









     
21. I want to give a good example to younger people.  









      
22. I feel excluded from things because of my age.    









     
23. My health is better than I expected for my age.   









     
24. I keep myself as fit and active as possible by exercising.  





















Example of the combined questionnaire pack distributed to participants  
172 
Attitudes toward Seeking Professional Help 
 
Please read each statement and indicate how much you agree by circling the response that best suits you, 
this might be the response you think of first. 
1.  If I believed I was experiencing low mood or depression, my first inclination would be to get 
professional help 
Disagree Partly disagree Partly agree Agree   
        
2.  The idea of talking about problems with a psychologist strikes me as a poor way to get rid of 
low mood or depression. 
Disagree Partly disagree Partly agree Agree   
        
3.  If I were experiencing a serious emotional difficulties at this point in my life, I would be 
confident that psychological therapy would help me 
Disagree Partly disagree Partly agree Agree   
        
4.  There is something admirable in the attitude of a person who can cope with their emotional 
problems without resorting to professional help. 
Disagree Partly disagree Partly agree Agree   
        
5.  I would want to get psychological help if I were worried or upset for a long period of time. 
Disagree Partly disagree Partly agree Agree   
        
6.  I might want to have psychological help or counselling in the future. 
Disagree Partly disagree Partly agree Agree  
        
7.  A person with an emotional problem is not likely to solve it alone; he or she is likely to solve it 
with professional help. 
Disagree Partly disagree Partly agree Agree   
        
8.  Considering the time involved in receiving psychological therapy, I'm not sure it would have 
value to me 
Disagree Partly disagree Partly agree Agree   
                
9.  A person should work out his or her own problems; getting psychological help would be a last 
resort 
Disagree Partly disagree Partly agree Agree   
                
10.  Personal and emotional troubles, like many things, tend to work out by themselves 
Disagree Partly disagree Partly agree Agree   
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Valuing Questionnaire 
Please read each statement carefully and then circle the number which best describes how 
much the statement was true for you during the past week, including today. 
 
0 1 2 3 4 5 6 
Not at all true           Completely True 
 
1.  I spent a lot of time thinking about the past or future, rather 
than being engaged in activities that mattered to me   0 1 2 3 4 5 6 
2.  I was basically on “auto-pilot” most of the time  0 1 2 3 4 5 6 
3.  I worked toward my goals even if I didn’t feel motivated to   0 1 2 3 4 5 6 
4.  I spent most of my time doing things that matter to me in 
some way  0 1 2 3 4 5 6 
5.  I was proud about how I lived my life   0 1 2 3 4 5 6 
6.  I did what was important to me even if it was difficult to do  0 1 2 3 4 5 6 
7.  My behaviour was a good example of what I stand for in life   0 1 2 3 4 5 6 
8.  I felt lost and not at all sure about where I was going in life  0 1 2 3 4 5 6 
9.  I tried to work towards important goals, but something always 
got in the way   0 1 2 3 4 5 6 
10.  I regularly started to engage in important activities, but became 
quickly distracted  0 1 2 3 4 5 6 
11.  I was satisfied with the effort I put into important activities   0 1 2 3 4 5 6 
12.  I didn’t get moving and engage in what I wanted to do  0 1 2 3 4 5 6 
13.  I made progress in the areas of my life I care most about   0 1 2 3 4 5 6 
14.  Most of what I did was to please other people, rather than doing 
what’s important to me  0 1 2 3 4 5 6 
15.  Difficult thoughts, feelings or memories got in the way of what I 
really wanted to do   0 1 2 3 4 5 6 
16.  I continued to get better at being the kind of person I want to be  0 1 2 3 4 5 6 
17.  When things didn’t go according to plan, I gave up easily   0 1 2 3 4 5 6 
18.  I felt like I had a purpose in life  0 1 2 3 4 5 6 
19.  It seemed like I was just ‘going through the motions’, rather 
than focusing on what was important to me 
   0 1 2 3 4 5 6 
20.  I was active and focused on the goals I set for myself  0 1 2 3 4 5 6 
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Below you will find a list of statements. Please rate how true each statement is for you by circling a number 
next to it. Use the scale below to make your choice. 
 



















1. My thoughts cause me distress or emotional pain   1 2 3 4 5 6 7 
             
2. I get so caught up in my thoughts that I am 
unable to do the things that I most want to do  1 2 3 4 5 6 7 
             
3. I over-analyse situations to the point where it’s 
unhelpful to me   1 2 3 4 5 6 7 
             
4.  I struggle with my thoughts  1 2 3 4 5 6 7 
             
5. I get upset with myself for having certain 
thoughts   1 2 3 4 5 6 7 
             
6. I tend to get very entangled in my thoughts  1 2 3 4 5 6 7 
             
7. It’s such a struggle to let go of upsetting thoughts even 
when I know that letting go would be helpful 1 2 3 4 5 6 7 
 
 
Thank you for your participation in this research study.  
 
 
Please return the questionnaire in the pre-paid envelope even if it is not complete. Any information 







Original version of the Fisher and Farina (1995) attitude towards seeking professional 






Original version of the McKenzie et al. (2008) intention to seek treatment scale 
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Intention to Seek Psychological Treatment – Three Item Questionnaire (Original 
Version), (McKenzie, Scott, Mather and Sareen, 2008) 
 
 
1. Would you seek professional help if you had serious emotional problems? 
          
Definitely  Probably  Probably not  Definitely would not  
          
2. How comfortable would you feel talking about personal problems with a professional? 
          
Definitely  Probably  Probably not  Definitely would not  
          
3. How embarrassed would you be if your friends knew you were getting professional help 
for an emotional problem? 
          
Very  Somewhat  Not very  Not at all embarrassed  
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From: Governance, Research 
Sent: Thu 20/02/2014 14:29 
To: Keir, Louise 




I have had a look at this and I do not think that it requires our approval, as it is not 
research or a service evaluation. It seems to me that it is service development, and 
as you are not actually involving NHS patients, it is outwith our remit. Having said 
that obviously you have to ensure that you adhere to NHS Borders policy as an 







Research Governance Co-Ordinator 
Clinical Governance and Quality 
NHS Borders 





From: Keir, Louise  
Sent: 14 February 2014 12:17 
To: Governance, Research 




I’m currently completing my doctoral thesis in clinical psychology.  I am employed by NHS 
Borders and although my project will not involve recruiting patients through the NHS I am 
recruiting a community sample I was wondering if as I am completing it as part of my 
contractual obligations to NHS Borders if I still need to register it with you?  It is being 
undertaken through the University of Edinburgh and is currently going through their ethics 
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Colinearity diagnostics of predictors of Attitudes to Seeking Professional Psychological Help 







Number of years of 
education received 
by participants 






Ageing - Total 
Score 
Cognitive Fusion 
Questionnaire - Total 
Score 
Valuing 
Questionnaire - Total 
Score 
1 1 2.971 1.000 0.000 0.000 0.000           
 2 0.025 10.903 0.010 0.120 0.710           
  3 0.004 27.861 0.990 0.880 0.290           
2 1 4.241 1.000 0.000 0.000 0.000 0.000 0.010       
  2 0.657 2.541 0.000 0.000 0.000 0.000 0.660       
  3 0.074 7.550 0.000 0.010 0.030 0.970 0.310       
  4 0.240 13.385 0.010 0.150 0.660 0.020 0.010       
  5 0.004 33.861 0.980 0.850 0.310 0.010 0.010       
3 1 6.099 1.000 0.000 0.000 0.000 0.000 0.010 0.000 0.000   
  2 0.683 2.989 0.000 0.000 0.000 0.000 0.590 0.000 0.000   
  3 0.115 7.283 0.000 0.000 0.000 0.190 0.230 0.040 0.160   
  4 0.058 10.214 0.000 0.000 0.000 0.410 0.010 0.000 0.670   
  5 0.030 14.290 0.000 0.010 0.620 0.040 0.110 0.130 0.050   
  6 0.013 21.548 0.010 0.390 0.060 0.280 0.040 0.460 0.000   
  7 0.002 51.054 0.990 0.590 0.320 0.090 0.020 0.370 0.120   
4 1 7.012 1.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 
  2 0.722 3.116 0.000 0.000 0.000 0.000 0.500 0.000 0.000 0.000 
  3 0.140 7.071 0.000 0.000 0.000 0.110 0.240 0.020 0.130 0.030 
  4 0.620 1.675 0.000 0.000 0.010 0.480 0.030 0.010 0.370 0.020 
  5 0.035 14.145 0.000 0.000 0.460 0.010 0.050 0.020 0.200 0.090 
  6 0.016 20.701 0.010 0.310 0.190 0.030 0.020 0.000 0.040 0.330 
  7 0.011 25.840 0.000 0.090 0.000 0.310 0.160 0.830 0.090 0.460 
  8 0.002 56.543 0.990 0.590 0.340 0.050 0.000 0.120 0.180 0.070 
a. Dependent Variable: Attitude to Seeking Professional Psychological Help - Total Score 
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Pearsons’ correlations of relationships between variables 
  
Attitude to Ageing - 
Total Score 
Attitudes to Seeking 
Professional Psychological 
Help Valuing Questionnaire 
Cognitive Fusion 
Questionnaire PHQ-9 Total Score 
Participant Age in 
Years 
Number of Years of 
Education received by 
participants 
Attitude to Ageing - Total 
Score 1 0.085 0.342* -0.263 -0.392** -0.026 -0.108 
Attitudes to Seeking 
Professional Psychological 
Help  1 -0.083 0.105 0.122 -0.052 -0.015 
Valuing Questionnaire   1 -0.598** -0.325* -0.030 -0.109 
Cognitive Fusion 
Questionnaire    1 0.399** -0.0165 -0.026 
PHQ-9 Total Score     1 0.060 -0.099 
Participant Age in Years      1 -0.130 
Number of Years of 
Education received by 
participants 
            
1 
 








Predictors of Attitudes to Seeking Professional Psychological Help in Older Adults: Summary of Regression Model and Test of Autocorrelation  






Watson R Square 
Change 

















 0.110 -0.150 6.705 0.000 0.006 1 24 0.941 1.706 
a. Predictors: (Constant), Number of years of education received by participants, Participant age in years 
b. Predictors: (Constant), Number of years of education received by participants, Participant age in years, Patient Accurately Recognises Themselves as 
depressed, Patient Falsely Identifies Themselves as Depressed, PHQ-9 Square Root Transformation, Patient Accurately Recognises Themselves as not 
depressed 
c. Predictors: (Constant), Number of years of education received by participants, Participant age in years, Patient Accurately Recognises Themselves as 
depressed, Patient Falsely Identifies Themselves as Depressed, PHQ-9 Square Root Transformation, Patient Accurately Recognises Themselves as not 
depressed, Attitude to Aging Total Score, CFQ Square Root Transformation 
d. Predictors: (Constant), Number of years of education received by participants, Participant age in years, Patient Accurately Recognises Themselves as 
depressed, Patient Falsely Identifies Themselves as Depressed, PHQ-9 Square Root Transformation, Patient Accurately Recognises Themselves as not 
depressed, Attitude to Aging Total Score, CFQ Square Root Transformation, Valuing Questionnaire Total Score 





References for Whole Thesis  
Abramson, L.Y., Seligman, M.E.P., and Teasdale, J.D. (1978). ‘Learned Helplessness in 
Humans: Critique and Refomulation’. Journal of Abnormal Psychology, 87(1), p. 49-74. 
 
Alexopolous, G.S. (2005). ‘Depression in the elderly’. The Lancet, 365, p.1961-1970. 
 
Alexopolous, G.S., Buckwalter, K., Olin, J., Martinez, R., Wainscott, C. & Krishnan, 
K.R.K (2002). ‘Comorbidity of late life depression: an opportunity for research on 
mechanisms and treatment’. Biological Psychiatry, 52(6), p. 543-558. 
 
Alexopoulos, G.S., Raue, P.J. Kiosses, D.N., Mackin, R.S., Kannellopoulos, D., 
McCulloch, C. & Areán (2011). ‘Problem solving and supportive therapy in older adults 
with major depression and executive dysfunction: effect on disability’. Archives of 
General Psychiatry, 68(1), 33-41. 
 
Anderson, N.B. (2004). ‘Evidence-based practice in psychology’. American 
Psychologist, 61(4), 271-285. 
 
Arean P.A, Perri, M.G, Nezu, A.M, Schein, R.L, Christopher, F, & Joseph, T.X. (1993). 
‘Comparative effectiveness of social problem solving therapy and reminiscence therapy 
as a treatment for depression in older adults’. Journal of Consulting and Clinical 






Arean, P.A., Raue, P.J., Mackin, R.S., et al.(2010). ‘Problem solving therapy and 
supportive therapy in older adults with major depression and executive dysfunction’. 
American Journal of Psychiatry, 167 (11), 1391-1398. 
 
Azjen, I., and Gilbert-Cote, N., “Attitudes and the Prediction of Behaviour” in Crano, 
W.D and Prislin, R. (eds), (2008). Attitudes and Attitude Change. New York. 
Psychology Press.  
 
Barrett, J.E., Williams, J.W., Oxman, T.E., Katon, W., Frank, E., Hegel. M.T., et 
al.(1999) ‘The treatment effectiveness project. A comparison of the effectiveness of 
paroxetine, problem solving therapy, and placebo in the treatment of minor depression 
and dysthymia in primary care patients: background and research plan’. General 
Hospital Psychiatry. 21(4), 260–73. 
 
Barry, M.M, (1994). ‘Community perceptions of mental disorder: An Irish perspective’. 
The Irish Journal of Psychology, 15(2-3).  
 
Bartels,  S.J., Dums, A.R., Oxman, T.E., Schneider, L.S., Areán, P.A., Alexopoulos, 
G.S. & Jeste, D.V. (2002). Evidence-based practices in geriatric mental health care. 
Psychiatric Services, 53(11), 1419–31. 
 
Beck, A.T. & Rush, A.J. (1978). ‘Cognitive approaches to depression and suicide. (pp. 
235-257)’ In Serban, G. (Ed). Cognitive defects in the development of mental illness. 






Beck, A.T., & Steer, R.A. (1988). The Beck Hopelessness Scale. San Antonio, TX: 
Psychological Corporation. 
 
Beck, A.T., & Steer, R.A. (1993). Beck Anxiety Inventory Manual. San Antonio, TX: 
Psychological Corporation. 
 
Beck, A.T., Steer, R.A., & Brown, G.K. (1996). Manual for the Beck Depression 
Inventory-II. San Antonio, TX: Psychological Corporation. 
 
Beekman, A., Deeg, D. & Geerlings, R. (2001). ‘Emergence and persistence of late life 
depression: a 3-year follow-up of the Longitudinal Ageing Study Amsterdam’. Journal 
of Affective Disorders 65, 131–138. 
 
Beekman, A.T., Copeland, J.R., and Prince, M.J. (1999) ‘Review of community 
prevalence of depression in later life’. British Journal of Psychiatry, 174, 307-311. 
 
Beekman, A.T., Deeg, D.J.H., Limbeek, J.V., Braam, A.W., De Vries, A.W. & Van 
Tilburg, W.V. (1997). Brief Communication (Criterion validity of the Center of 
Epidemiological Studies Depression Scale (CES-D): results from a community based 
sample of older subjects in the Netherlands). Psychological Medicine, 27(1), 231-235. 
 
Bentler. P. M.. & Speckart. G. (1981). Attitudes "cause" behaviors: A 
Bird, A. (2006). ‘We Need To Talk: The case for psychological therapies on the NHS’. 






Black, S., Markides, K. & Miller, T. (1998). ‘Correlates of depressive symptomology 
among older community-dwelling Mexican Americans‘.Journal of Gerontology: 
Psychological Sciences 53B, S198–S208. 
 
Blazer, D. (2003). ‘Depression in late life: Review and commentary’. Journal of 
Gerontology: Medical Sciences 58A, 249–265 
 
Blazer, D.G. (2010) ‘Protection from late life depression’. International 
Psychogeriatrics, 22(2), 171-173 
 
Brace N, Kemp R & Sneglar R. (2003). SPSS for psychologists: a guide to data analysis 
using SPSS for Windows. New York: Palgrave. 
 
Bradburn, N.M.(1969). The structure of psychological well-being. Chicago: Aldine 
 
Breckenridge, J.S., Zeiss, A.M., Breckenridge. J.N., Gallagher, D., Thompson, L.W,. 
(1985). ‘Solicitation of elderly depressives for treatment outcome research: a 
comparison of referral sources’. Journal of Consulting and Clinical Psychology, 
53(4):552–554.  
 
Broadbent, D.E., Cooper, P.F., FitzGerald, P., & Parkes, K.R. (1982). ‘The Cognitive Failure 
Questionnaire (CFQ) and its correlates’. British Journal of Clinical Psychology, 21, 1-16. 
 
Brown, C., Dunbar-Jacob, J., Palenchar, D.R., Kelleher, K.J., Bruehlman, R.D., Sereika, 
S. & Thase, M.E. (2001). Primary care patient’s personal illness models for depression: 







Burroughs, H., Lovell, K. Morley, M., Baldwin, R., Burns, A. & Chew-Graham, C. 
(2006). ‘‘Justifiable depression’: how primary care professionals and patients view late 
life depression? a qualitative study’. Family Practice, 23(3), 369-377. 
 
Cameron, I. M., Cardy, A., Crawford, J. R., DuToit, S., Hay, S., Lawton, K., Mitchell, 
K., Sharma, S., Shivaprasad, S., Winning, S., & Reid, I. C. (2011). ‘Discriminatory 
performance of the PHQ-9, HADS and BDI-II in measuring depression severity.’ British 
Journal of General Practice, 66, e419-e426. 
 
Cameron, M., Crawford, J.R., Lawton, K. & Reid, I.C. (2008). ‘Psychometric 
comparison of PHQ-9 and HADS for measuring depression severity in primary care’. 
British Journal of General Practice, 58(546):32-36 
 
Campbell, A. (2010). ‘Recognition and decision to treat depression in older adults 
presenting at GP surgeries’.  Unpublished Doctoral Thesis. Edinburgh. University of 
Edinburgh. 
 
Carsensten, L. L., Turan, B., Scheibe, S., Ram, N., Ersner-Hershfield, H., Samanez-
Larkin, G.R., Brooks, K.P. & Nesselroade, J.R. (2011). ‘Emotional Experience 
Improves with Age: Evidence Based on Over 10 Years of Experience Sampling’. 






Chew-Graham, C., Baldwin, R. & Burns, R. (2004). ‘Treating depression in later life’. 
British Medical Journal. 329, 181–182. 
 
Chew-Graham, C., Kovandzic, M., Gask, L., Burroughs, H., Clarke, P., Sanderson, H. et 
al. (2012).  ‘Why may older people with depression not present to primary care? 
Messages from secondary analysis of qualitative data’.  Health & Social Care in the 
Community, 20(1), 52-60. 
 
Chiang, K., Chi, H., Chang, H., Chung, M., Chen, C., Chiou. H., & Chou, K. (2009). 
‘The effects of reminiscence therapy on psychological well-being, depression, and 
loneliness among the institutionalised aged’. International Journal of Geriatric 
Psychiatry, 25, 380-388 
 
Chiao, C., Weng, L. and Botticello, A.L (2011). ‘Social participation reduces depressive 
symptoms among older adults: An 18 year longitudinal analysis in Taiwan’. BMC 
Public Health, 11, 292. 
  
Cohen, J. (1992). ‘A Power Primer’. Psychological Bulletin, 112 (1), 155-159. 
 
Conner, K.O., Copeland, V.C., Grote, N.K., Koeske, G., Rosen, D., Reynolds, C.G and 
Brown, C. (2010).  Mental health treatment seeking among older adults with depression: 







Constantine, M.G., 2002. ‘Predictors of satisfaction with counseling: racial and ethnic 
minority clients' attitudes toward counseling and ratings of their counselors' general and 
multicultural competence. Journal of Counseling Psychology, 49, 255–263. 
 
 
Cooper-Patrick, L., Rowe, N.R., Jenckes, M.W., Gonzales, J.J., Levine, D.M. and Ford, 
D.E. (1997). ‘Identification of Patient Attitudes and Preferences Regarding Treatment of 
Depression’. Journal of General Internal Medicine, 12, 431-438 
 
Crystal, S., Sambamoorthi, U., Walkup, J.T. & Akincigil, A. (2003). ‘Diagnosis and 
Treatment of Depression in the Elderly Medicare Population: Predictors, Disparities and 
Trends’. Journal of the American Geriatric Society, 51(12):1718-1728. 
 
D’Zurilla, T.J., Nezu, A.M. & Maydeu-Olivares, A. (2002). Social Problem-Solving 
Inventory – Revised (SPSP-R): Techinical Manual. North Tonawanda, NY: Multi-
Health Systems. 
 
Deane, F. P., Chamberlain, K. (1994).Treatment fearfulness and distress as predictors of 
professional psychological help-seeking. British Journal of Guidance & Counselling, 22 
(2). 
 
Dear, B.F., Zou, J., Titov, N., Lorian, C., Johnston, L., Spence, J., et al. (2013). 
‘Internet-delivered cognitive behavioural therapy for depression: a feasibility open trial 






Deiner, E., Emmons, R.A., Larsen, R.J. & Griffen, S. (1985). ‚The Satisfaction with 
Life Scale’. Journal of Personality Assessment, 49, 71-75 
 
Deppe, C.A., & Jeste, D.V. (2006). Definitions and predictors of successful aging: A 
comprehensive review of larger quantitative studies. American Journal of Geriatric 
Psychiatry, 14(1), 6-20. 
 
Derogatis, L.R. (1983). SCL-90: Administration, Scoring and Procedures Manual-I for 
the Revised Version and other Instruments of the Psychopathology Rating Scale Series. 
Baltimore: Johns Hopkins University School of Medicine, Clinical Psychometrics 
Research Unit. 
 
Dion G.A. (1990). 1990. Testing of an instrument to measure acceptance of diabetes: 
Ideas about Diabetes-Revised (IAD-R) Unpublished doctoral dissertation: Louisiana 
State University; New Orleans, Louisiana: 
 
Durlak, J. A. (2009). ‘How to select, calculate, and interpret effect sizes’. Journal of 
Pediatric Psychology. p.1-12. 
 
Elhai, J.D., Schweinle, W. & Anderson, S.M (2008). ‘Reliability and validity of the 
Attitudes Toward Seeking Professional Psychological Help Scale - Short Form’. 







Ell, K., Unützer, J., Aranda, M., Sanchez, K. & Lee, P. (2006). ‘Routine PHQ-9 
Depression Screening in Home Health Care: Depression Prevalence, Clinical and 
Treatment Characteristics and Screening Implementation’. Home Health Care Services 
Quarterly, 24(4), 1-19. 
 
Enright SJ. ‘Cognitive-behaviour therapy-clinical applications’. (1997). British Medical 
Journal. 314,1811-1816 
 
Eslinger, P.J. & Gratten, L.M. (1993). ‘Frontal lobe and frontal-striatal substrates for 
different forms of human cognitive flexibility’. Neuropsychologia, 31(1), 17-28. 
 
EuqoQol Group. EQ-5D: a standardised instrument for use a measure of health outcome 
EQ-5D translations. Available at www.euroqol.org. Accessed 10
th
 July, 2014. 
 
Evans, C.E., Mellor-Clark, J., Margison, F. et al. (2000). ‘Clinical Outcomes in Routine 
Evaluation: the CORE Outcome Measure (CORE-OM)’. Journal of Mental Health, 9, 
247-255. 
 
Evans, D. & Pearson, A. (2001). ‘Systematic Reviews: Gatekeepers of Nursing 
Knowledge’. Journal of Clinical Nursing, 10(5), 593-595. 
 






Fisher, E.H. & Farina, A. (1995). ‘Attitudes toward seeking professional psychological 
help: A shortened form and considerations for research’. Journal of College Student 
Development, 36, 368-373. 
 
Fiske, A, Wetherell, J.L., and Gatz, M. (2009). ‘Depression in Older Adults’. Annual 
Review in Clinical Psychology, 5, 363-389. 
 
Fledderus, M., Bohlmeijer, E. T., Smit, F., & Westerhof, G. B. (2010). ‘Mental Health 
Promotion as a New Goal in Public Mental Health Care: A Randomized Controlled 
Trial of an Intervention Enhancing Psychological Flexibility’. American Journal of 
Public Health, 100(12), 2372-2378. 
 
Flesch, R. (1948). ‘A new readability yardstick’. Journal of Applied Psychology, 32(3), 
221-233 
 
Flint, A.J. & Rifat, S.L. (1999). ‘Recurrence of first-episode geriatric depression after 
discontinuation of maintenance antidepressants’. American Journal of Psychiatry, 156, 
943-945 
 
Folstein, M.F., Folstein, S.E., & McHugh, P.R. (1975). ‘“Mini-mental state”. A 
practical method for grading the cognitive state of patients for the clinician’. Journal of 






Folstein, M.F., Folstein, S.E., McHugh, P.R. (1975). ‚“Mini-mental state“. A practical 
method for grading the cognitive state of patients for the clinician’. Journal of 
Psychiatric Research, 12(3), 189-98. 
 
Freeling, P., Rao, B.M., Paykel, E.S., Sireling, L.I., & Burton, R.H. (1985). 
Unrecognised depression in general practice. British Medical Journal, 290, 1180-1183.  
 
Frish, M.B., Cornell, J., Villanueva, M., Retzlaff, P.J. (1992). ‘Clinical validation of the 
Quality of Life Inventory. A measure of life satisfaction for use in treatment planning 
and outcome assessment’. Psychological Assessment, 4(1), 92-101. 
 
Gallagher D.(1982). ‘Behavioural group therapy with elderly depressives: An 
experimental study’. Psychotherapy Theory, Research and Practice, 19(4):187–224. 
 
Gallagher-Thompson, D. & Steffen, A.M. (1994). ‘Comparative effects of cognitive-
behavioral and brief psychodynamic psychotherapies for depressed family caregivers’. 
Journal of Consulting and Clinical Psychology, 62(3):543–9. 
 
Gallagher-Thompson, D., Hanley-Peterson, P., & Thompson, L.W. (1990) ‘Maintenance 
of gains versus relapse following brief psychotherapy for depression’. Journal of 
Consulting and Clinical Psychology. 58, 371-374. 
 
Gellis, Z, D., McGinty, J., Tierney, L., Jordan, C., Burton, J. & Misner, E. (2008) 
‘Randomised Controlled Trial of Problem Solving Therapy for Minor Depression in 






Gillanders, D. T. & Laidlaw, K. (in press) Acceptance and Commitment Therapy and 
Older People, in N. Pachana & K. Laidlaw (Eds) The Oxford Handbook of Clinical 
Geropsychology: International Perspectives, Oxford University Press.  
 
Gillanders, D. T. & Laidlaw, K. (in press) Acceptance and Commitment Therapy and 
Older People, in N. Pachana & K. Laidlaw (Eds) The Oxford Handbook of Clinical 
Geropsychology: International Perspectives, Oxford University Press.  
 
Gillanders, D. T., Bolderston, H., Bond, F. W., Dempster, M., Flaxman, P. E., 
Campbell, L., Kerr, S., Tansey, L., et al. (2014). ‘The development and initial validation 
of The Cognitive Fusion Questionnaire’. Behavior Therapy, 45, 83-101 
 
Gillanders, D.T. & Gillanders, S. (2014). ‘An acceptance and Commitment Therapy 
Intervention for a Woman with Secondary Progressive Multiple Sclerosis and a History 
of Childhood Trauma’. Neuro-Disabiilty and Psychotherapy, 2(1/2), 21-42. 
 
Givens, J.L., Datto, C.J., Ruckdeschel, K., Knott, K., Zubritsky, C., Oslin, D.W., 
Nyshadham, S., Vanguri, P. & Barg, F.K. (2006). ‘Older Patients Aversion to 
Antidepressants: A Qualitative Study’. Journal of General Internal Medicine, 21(2), 
146-151. 
 
Goldberstein, E., Eisenberg, D. and Gollust, S.E. (2008). ‘Perceived Stigma and Mental 






Gum, A.M., Areán, P.A., Hunkeler, E., Tang, L., Katon, W., Hitchcock, P., Steffans, 
D.C., Dickens, J. & Unüter, J. (2006). ‘Depression Treatment Preferences in Older 
Primary Care Patients’. The Gerontologist, 46(1), 14-22. 
 
Haight. B. K, Haight B. S. (2007) The handbook of structured life review. Baltimore, 
MD: Health Professions Press. 
 
Hamilton, M,A. (1960). ‘A rating scale for depression’. Journal of Neurology and 
Neurosurgical Psychiatry, 23, 56-62. 
 
Hayes, S. C. (2004). Acceptance and Commitment Therapy, Relational Frame Theory, 
and the third wave of behavior therapy. Behavior Therapy, 35, 639-665. 
 
Hayes, S.C., Strosahl, K.D.  & Wilson, K.G. (2012). Acceptance and Commitment 
Therapy: The process and practice of mindful change (2
nd




Health Development Agency. (2004). ‘The effectiveness of public health campaigns’. 
Health Development Agency Briefing – Consumers and Briefings, 7, 1-7. 
 
 
Hunsley, J. Elliot, K. and Therrien, Z. (2013). The Efficacy and Effectiveness of 





IBM Corp. (2012). IBM SPSS Statistics for Windows, Version 21.0. Armonk, NY: IBM 
Corp.  
 
Jorm, A. F., Angermeyer, M. & Katschnig, H. (2000a) Public knowledge of and 
attitudes to mental disorders: a limiting factor in the optimal use of treatment services. 
In Unmet Need in Psychiatry (Eds G. Andrews & S. Henderson), pp. 399-413. 
Cambridge: Cambridge University Press. 
 
Jorm, A. F., Christensen, H., Medway, J., et al., (2000b) ‘Public belief systems about the 
helpfulness of interventions for depression: associations with history of depression and 
professional help-seeking’. Social Psychiatry and Psychiatric Epidemiology, 35(5):211-
219. 
 
Jorm, A. F., Korten, A. E., Jacomb, et al (1997d) ‘Belief systems of the general public 
concerning the appropriate treatments for mental disorders’. Social Psychiatry and 
Psychiatric Epidemiology, 32, 468 -473 
 
Jorm, A. F., Korten, A. E., Jacomb, P. A., et al (1997a) ‘Mental health literacy’: a 
survey of the public's ability to recognise mental disorders and their beliefs about the 






Jorm, A.F. (2000). ‘Mental health literacy: Public knowledge and beliefs about mental 
disorders’. The British Journal of Psychiatry, 177, 396-401. 
 
Judd, L. L. (1997). ‘The clinical course of unipolar major depressive disorders. 
Commentary’. Archives of General Psychiatry, 54, 989 -991. 
 
Karimi, H., Dolatshahee, B., Momeni, K., Khodabakhshi, A., Rezaei, M.,  & Kamrani, 
A.A. (2010). ‘Effectiveness of integrative and instrumental reminiscence therapies of 
depression symptoms reduction in institutionalised older adults: an empirical study’. 
Aging and Mental Health, 14, 7, 881-887 
 
Karlin, B. E., Walser, R. D., Yesavage, J., Zhang, A., Trockel, M., et al. (2013). 
‘Effectiveness of Acceptance and Commitment Therapy for Depression: Comparison 
among Older and Younger Veterans’. Aging & Mental Health 17: 555–563. 
 
Katon, W., von Korff, M., Lin, E., et al., (1992) ‘Adequacy and duration of 
antidepressant treatment in primary care’. Medical Care, 30, 67-76. 
 
Keir, L., Quigley, A., Thomson, V., Mclachlan, L & Gillanders, D.T. (2014). ‘Are 
psychological therapies effective as a standalone treatment for depression in older 
adults? An updated systematic review of the literature. Unpublished doctoral thesis for 
submission as part of the requirements for the Doctorate in Clinical Psychology. 





Kessler, R. C., McGonagle, K. A., Zhao, S., et al., (1994). ‘Lifetime and 12-month 
prevalence of DSM-III-R psychiatric disorders in the United States: results from the 
National Comorbidity Survey’. Archives of General Psychiatry, 51, 8-19. 
 
Kessler, R.C., Barker, P.R., Colpe, L.J., Epstein, J.F., Gfroerer, J.C., Hiripr, E et al. 
(2003) ‘Screening for serious mental illness in the general population’. Archives of 
General Psychiatry, 60(2), 184-189. 
 
Kiosses, D.N., Leon, A.C., Arean, P.A. (2011). ‘Psychosocial Interventions for Late-
Life Major Depression: Evidence-Based Treatments, Predictors of Treatment Outcomes, 
and Moderators of Treatment Effects’. Psychiatric Clinics of North America, 34(2), 
369-401. 
 
Kirkevold M. (1997) Integrative nursing research – an important strategy to further the 
development of nursing science and nursing practice. Journal of Advanced Nursing 25, 
977–984. 
 
Kitchen, K. A., McKibben, C.L., Wykes, T.L., Lee, A.A., Carrico, C.P. & McConnell, 
K.A. (2013). ‘Depression treatment among rural older adults: Preferences and factors 
influencing future service use’. Clinical Gerontology, 36(3), 1-15. 
 
Klysner, R., Bent-Hasen, J., Hansen, H.L., Lunde, M., Pleidrup, E. & Poulsen, D.L. 
(2002). ‘Efficacy of citalopram in the prevention of recurrent depression in elderly 
patients: placebo-controlled study of maintenance therapy’. The British Journal of 





Knight, B. G. (2004). Psychotherapy with Older Adults (3rd Edition). Thousand Oaks, 
CA: Sage. 
 
Komiya, N., Good, G. E., & Sherrod, N. B. (2000). ‘Emotional openness as a predictor 
of college students’ attitudes toward seeking psychological help’. Journal of 
Counselling Psychology, 47, 138–143. 
 
Korte, J. (2012). The stories we live by: The adaptive role of reminiscence in later life. 
Enschede, the Netherlands: University of Twente 
 
Kroenke K., Spitzer R.L. & Williams, J.B. (2001). ‘The PHQ-9: validity of a brief 
depression severity measure’. Journal of General Internal Medicine, 169, 606–13. 
 
Kroenke, K., & Spitzer, R.L. (2002) ‘The PHQ-9: A new depression diagnostic and 
severity measure.’ Psychiatric Annals, 32:509–515 
 
Law, J., Laidlaw, K. & Peck, D. (2010). Is depression viewed as an inevitable 
consequence of age? The “understandability phenomenon” in older people. Clinical 
Gerontologist, 33(3), 194-209   
 
 
Laidlaw, K & McAlpine, S. (2008), 'Cognitive-behaviour therapy: How is it different 







Laidlaw, K. & Panchana, N.A. (2009). ‘Aging, mental health, and demographic change: 
Challenges for psychotherapists’. Professional Psychology: Research and Practice, 
40(6), 601-608. 
 
Laidlaw, K., Davidson, K., Toner, H., Jackson, G., Clark, S., Law, J., Howley, M., 
Bowie, G., Connery, H., Cross, S. (2008). ‘A randomised controlled trial of cognitive 
behaviour therapy vs. treatment as usual in the treatment of mild to moderate late life 
depression’. International Journal of Geriatric Psychiatry, 23(8), 843-850. 
 
Laidlaw, K., Power, M.J., Schmidt, S. & WHOQOL-OLD Group. (2007). ‘The 
Attitudes to Ageing Questionnaire (AAQ): development and psychometric properties’. 
International Journal of Geriatric Psychiatry, 22(4), 367-379. 
 
Laidlaw, K., Thompson, L., & Gallagher-Thompson, D.W. (2004). ‘Comprehensive 
conceptualisation of cognitive behaviour therapy for late life depression’. Behavioural 
and Cognitive Psychotherapy. 32(4), 389-399. 
 
Laidlaw. K. (2001). ‘An empirical review of cognitive therapy for late life depression: 
does research evidence suggest adaptations are necessary for cognitive therapy with 
older adults?’. Clinical Psychology & Psychotherapy, 8(1), 1-14. 
 
Landi, F., Onder, G., Cesari, M., Barillo, C., Russo, A., & Bernabei, R. (2005). 
‘Psychotropic Medications and Risk for Falls Among Community-Dwelling Frail Older 






Layard, R. (2006). ‘Health Policy: The case for psychological treatment centres’. The 
British Medical Journal, 332, 1030-1032. 
 
Levkoff, S., Safrana, C., Cleary, P., Gallop, J. & Phillips, R. (1988). ‘Identification of 
factors associated with the diagnosis of delirium in elderly hospitalized patients’. 
Journal of the American Geriatric Society, 36, 1099–1104. 
Levy, B.R. (2003). ‘Mind Matters: Cognitive and Physical Effects of Aging Self-
Stereotypes.’ Journals of Gerontology Series B, 58(4), 203-211. 
 
Lichstien, K.L., Scogin, F., Thomas, S.J., DiNapoli, E.A., Dillon, H.R. & McFadden, A. 
(2013). ‘Telehealth Cognitive Behavior Therapy for Co-Occuring Insomnia and 
Depression Symptoms in Older Adults’. Journal of Clinical Psychology, 69(10), 1056-
1065 
 
Licht-Strunk E, Van Marwijk, H.W., Hoekstra, T, Twisk, J.W., et al. (2009). ‘Outcome 
of depression in later life in primary care: longitudinal cohort study with three years' 
follow-up’. British Medical Journal, 338: a3079.  
 
Lyness, J.M., King, D.A., Cox, C., Yoediono, Z., & Caine, E.D. (1999). ‘The 
importance of subsyndromal depression in older primary care patients: Prevalence and 







Mackenzie, C. (2000). The relationship between attitudes toward seeking professional 
psychological help and intentions to use mental health services. Unpublished thesis 
submitted to Queen’s University, Kingston, Ontario, Canada.  
 
Mackenzie, C.S., Gekoski, W.L.& Knox, V.J. (2006) ‘Age, gender, and the 
underutilization of mental health services: the influence of help-seeking attitudes’. 
Aging and Mental Health, 10, 574–582 
 
MacKenzie, C.S., Scott, T., Mather, A, & Sareen, J. (2008). ‘Older adults’ help seeking 
attitudes and treatment beliefs concerning mental health problems’. American Journal of 
Geriatric Psychiatry, 16(12), 110-1019. 
 
Maercker , A. (2002) Life-review technique in the treatment of PTSD in elderly 
patients: Rationale and three single case studies. Journal of Clinical Geropsychology. 
8(3):239–249. 
 
Manea,L., Gilbody, S. & McMillan, D. (2012). Optimal cut-off score for diagnosing 
depression with the Patient Health Questionnaire (PHQ-9): a meta-analysis. Canadian 
Medical Association Journal, 183(3). Doi 10.1503/cmaj 
 
Malakouti, K., Fathollahi, P., Mirabzadeh, A., Salavati, M., Kahani, S. (2006). 
Validation of Geriatric Depression Scale (GDS-15) in Iran. Pejouhesh, 30(4), 361-369. 
 
Marquett, R.M., Thompson, L.W., Reiser, R.P., Holland, J.M., O'Hara, R.M., Kesler, 





(2013). ‘Psychosocial predictors of treatment response to cognitive behavior therapy for 
late life depression: an exploratory study’. Aging and Mental Health, 17(7), 830-838 
 
Masley, S., Gillanders, D.T., Simpson, S.G., & Taylor, M.A. (2012). ‘A systematic 
review of the evidence base for schema therapy’. Cognitive behaviour therapy, 41(3), 
815-202.  
 
McDonald, P.E., Zauszneiwski, J.A., Bekhet, A.K., DeHelian, L. & Morris, D.L. (2011). 
‘The Effect of Acceptance Training on Psychological and Physical Health Outcomes in 
Elders with Chronic Conditions’. Journal of the National Black Nurses Association, 
22(1), 11-19. 
 
McDonald, P.E., Zauszniewski, J.A., Harvey, H., Bekhet, A.K., DeHelian, L., Morris, 
D.L. & Cellar, F. (2011). ‘The effect of acceptance training on psychological and 
physical health outcomes in elders with chronic conditions’. Journal of the National 
Black Nurses Association, 22(2), 1-19.  
 
McMurchie, W., MacLeod, F., Power, K., Laidlaw, K., Prentice, N. (2013). 
‘Computerised cognitive behavioural therapy for depression and anxiety with older 
people: a pilot study to examine patient acceptability and treatment outcome’. 
International Journal of Geriatric Psychiatry, 28(11), 1147-1156. 
 
Meyer, T.J., Miller, M.L., Metzger, R.L., Borkovec, T.D. (1990). ‘Development and 







Mintzer, J. and Burns, A. (2000). ‘Anticholinergic side effects of drugs in elderly 
people’. Journal of the Royal Society of Medicine, 93, 457-462. 
 
Mitchell, A.J., Vaze, A. & Rao, S. (2009). Clinical diagnosis of depression in primary 
care: a meta-analysis. The Lancet, 374, 609-619. DOI: 10.1016/S0140-3736(09)60879-5   
 
Morse, J.Q., Pilkonis, P.A.,  Houck, P.R., Frank, E. & Reynolds, C.F. (2005). ‘Impact of 
Cluster C Personality Disorders on Outcomes of Acute and Maintenance Treatment in 
Late Life Depression’. American Journal of Geriatric Psychiatry, 13(9), 808-814.  
 
Nelson, T.D. (2005). ‘Ageism: Prejudice Against Our Feared Future Self’. Journal of 
Social Issues, 6(2), 2005, 207-221 
 
Newman, M. (2000). ‘Recommendations for a cost-offset model of psychotherapy 
allocation using generalized anxiety disorder as an example’. Journal of Consulting and 
Clinical Psychology, 68, 549-555 
 
NHS Borders (unpublished). Integrated Care Pathway for Depression. Melrose: NHS 
Borders. 
 
NHS Confederation and British Medical Association (2003) Investing in general 
practice: the new GMS contract. London. The British Medical Association 
 
NHS Quality Improvement Scotland. (2007). Standards for integrated care pathways 






NICE (2009). Depression in adults: The treatment and management of depression in 
adults. NICE guidelines [CG90]. Available via: 
http://www.nice.org.uk/guidance/ifp90/InformationForPublic accessed on 30th July 
2014. 
 
Oppenheim, A. (1992). Questionnaire Design, Interviewing and Attitude Measurement, 
London, Pinter.  
 
Oxman, T. & Sengupta, A. (2002). ‘Treatment of minor depression’. American Journal 
of Geriatric Psychiatry, 10, 256-258. 
Oxman, T. E., Barrett, J. E., Barrett, J., & Gerber, P. (1990). Symptomatology of late-
life minor depression among primary care patients. Psychosomatics, 31, 174–180. 
 
Pacher, P. & Kecskemeti, V. (2004). ‘Cardiovascular Side Effects of New 
Antidepressants and Antipsychotics: New Drugs, old Concerns?’. Current 
Pharmaceutical Design, 10(20), 2463-2475. 
 
Patel, V., Maj, M., Flisher, A.J., De Silva, M.J., Koschorke, M.,  Prince, M. & WPAs 
Zonal and Member Society Representatives. (2010). World Psychiatry, 9(3), 169-176. 
 
Pektus, A.J. and Wetherell, J.L. (2011). ‘Acceptance and Commitment Therapy with 







Petticrew, M., & Roberts, H. (2006). Systematic reviews in the social sciences: A 
practical guide. Blackwell Publications. 
 
Phelan, E., Williams, B., Meeker, K., Bonn, K., Frederick, J., LoGerfo, J. & Snowden, 
M. (2010). ‘A study of the diagnostic accuracy of the PHQ-9 in primary care elderly’. 
BMC Family Practice, 11, 63. 
 
Pill, R., Prior, L. & Wood, F. (2001). ‘Lay attitudes to professional consultations for 
common mental disorder: a sociological perspective’. British Medical Journal, 57 (1), 
207-219. 
 
Pinquart, M., Duberstein, P. R., & Lyness, J. M. (2007). ‘Effects of psychotherapy and 
other behavioral interventions on clinically depressed older adults: A meta-analysis’. 
Aging and Mental Health, 11(6), 645. 
 
Pinto-Meza, A., Serrano-Blanco, A., Peňarrubia, M.T., Blanco, E., Haro, J.M. (2005). 
‘Assessing Depression in Primary Care with the PHQ-9: Can it be Carried Out over the 
Telephone?’ Journal or General Internal Medicine, 20(8), 738-742. 
 
Pot, A. M., Bolmrijr, R.T., Onrust, S, Melenhost, A. S., Veerbeek, M. & De Vries, W. 
(2010).  ‘The impact of life review of depression in older adults: a randomised 






Preschl, B., Maercer, A., Wagner, B., Forstmeir, S, Baňos, R.M., Alcaňiz, M., Castilla., 
D., Botella, C. (2012). ‘Life-Review therapy with computer supplements for depression 
in the elderly: A randomised controlled trial’. Aging and Mental Health, 16(8), 964-974 
 
Quinn, K., Laidlaw, K. & Murray, L.K. (2009). Older people’s attitudes to mental 
illness. Clinical Psychology and Psychotherapy, 16(1), 33-45. DOI: 10.1002/cpp.598 
 
Radloff, L.S., (1977). ‘The CES-D Scale: A Self Report Depression Scale for Research 
in the General Population’, Applied Psychological Measurement, 1(3), 385-401. 
 
Rector, N. A. (2013). ‘Acceptance and Commitment Therapy: Empirical 
Considerations’. Behavior Therapy, 44, 213-217.  
 
Reynold, C.F., Frank, E., Perel, J.M., Imber, S.D., Cornes, C., Miller, M.D., Mazumdar, 
S., Houck, P.R., Dew, M.A., Stack, J.A., Pollock, B.G. & Kupfer, D. J. (1999). 
‘Nortriptyline and Interpersonal Psychotherapy as Maintenance Therapies for Recurrent 
Major Depression: A Randomised Controlled Trial in Patients Older Than 59 Years’. 
The Journal of the American Medical Association, 281(1), 39-45. 
 
Reynolds, C.F, Dew, M.A., Pollock, B.G., Mulsant, B.H., Frank, E., Miller, M.D. et al 
(2006). ‘Nortriptyline and interpersonal psychotherapy as maintenance therapies for 






Reynolds, C.F, Frank, E., Perel, J.M., Imber, S.D., Cornes, C Miller, M.D. et al. (1999). 
‘Maintenance treatment of major depression in old age’. Royal College of Physicians. 
(1997). ‘Medication for Elderly People’. London, RCP.  
 
Richardson, T.M., He, H.,  Podgorski, C., Tu, X., & Conwell, Y. (2010). ‘Screening 
Depression Aging Services Clients’. The American Journal of Geriatric Psychiatry, 
18(12), 1116-1123. 
 
Rickwood, D.J., Deane, F.P., & Wilson, C.J. (2007). When and how do young people 
seek professional help for mental health problems? Medical Journal of Australia, 187, 
s35-s39.   
 
Ron, P., (2007). ‘Elderly people’s attitudes and perceptions of ageing and old age: the 
role of cognitive dissonance?’ International Journal of Geriatric Psychiatry, 22, 656-
662. 
 
Rosenberg, M. (1965). Society and the adolescent self image. Princeton, NJ. Princeton 
University Press. 
 
Rost, K., Zhang, M., Fortney, J., Smith, J., Coyne, J & Smith, G.R. (1998). Persistently 
poor outcomes of undetected major depression in primary care. General Hospital 
Psychiatry, 20, 12-20.   
 
Rothwell, P.M., (2006). Factors that can affect the external validity of randomised 






Ruiz, F. (2010). ‘A Review of Acceptance and Commitment Therapy (ACT) Empirical 
Evidence: Correlational, Experimental, Psychopathology, Component and Outcome 
Studies’. International Journal of Psychology and Psychological Therapy, 10(1), 125-
162. 
 
Russell, D., Peplau, L.A. & Ferguson, M.L. (1978). ‚Developing a measure of 
loneliness’. Journal of Personality Assessment, 42, 290-294 
 
Sarkisian, C.A., Lee-Henderson, M.H. & Mangione, C.M. (2003). ‘Do Depressed Older 
Adults Who Attribute Depression to “Old Age” Believe It Is Important to Seek Care?’. 
Journal of General Internal Medicine, 18(12), 1001-1005. 
 
Schwartz, C.E., Chesney, M.A., Irvine, M.J. and Keefe, F.J. (1997) ‘The control groups 
dilemma in clinical research: applications for psychosocial and behavioural medicine 
trials’, Psychosomatic Research, 59, 362–371. 
 
Scottish Borders Council, (2010). The Scottish Borders in Numbers. St Boswells: 
Scottish Borders Council. 
 
Serfaty, M.A, Haworth, D., Blanchard, M., Buszewicz, M., Murad, S. & King, M 
.(2009). ‘Clinical effectiveness of individual cognitive behavioural therapy for 






Serrano, J. P.,  Latorre J. M., Gatz, M. & Montanes , J. (2004) Life review therapy using 
autobiographical retrieval practice for older adults with depressive symptomatology. 
Psychology and Aging. 19(2):272–277 
 
Sheehan, D.V. (1983). The Anxiety Disease. Scribner, New York 
  
Sheehan, D.V., Lecrubier, Y., Sheehan, K.H., Amorim, P., Janavs, J., Weiller, E., 
Hergueta, T., Baker, R., & Dunbar, G.C. (1998). ‘The Mini-International 
Neuropsychiatric Interview (M.I.N.I): the development and validation of a structured 
diagnostic psychiatric interview for DSM-IV and ICD-10’. Journal of Clinical 
Psychiatry, 59(20), 22-33. 
 
Shrive, F.M., Stuart, H., Quan, H. & Ghali, W.A. (2006). ‘Dealing with missing data in 
a multi-question depression scale: a comparison of imputation methods’. BMC Medical 
Research Methodology, 6, 57.  
 
Smout, M., Davies, M., Burns, N. & Christie, A. (2014). ‘Development of the Valuing 
Questionnaire (VQ)’. Journal of Contextual Behavioural Science, in press. 
 
Speer, D.C., & Schnieder, M.G. (2003). ‘Mental Health Needs of Older Adults and 
Primary Care: Opportunity for Interdisciplinary Geriatric Team Practice’. Clinical 
Psychology: Science and Practice, 10(1), 85-101 
 
Speer, D.C., & Schnieder, M.G. (2003). ‘Mental Health Needs of Older Adults and 
Primary Care: Opportunity for Interdisciplinary Geriatric Team Practice’. Clinical 






Spek, V., Nyklĺček, I., Smits, N., Cuipers, P., Riper, H., Keyzer, J., Pop, V. (2007). 
‘Internet based cognitive behavioural therapy for subthreshold depression in people over 
50 years old: a randomised controlled trial’. Psychological Medicine, 37, 1797-1806. 
 
Spielberger, C. D. (1989). State-Trait Anxiety Inventory: Bibliography (2nd ed.). Palo 
Alto, CA: Consulting Psychologists Press. 
 
Spitzer, R.L., Kroenke, K., Williams, J.B., Lowe, B. (2006). ‚A brief measure for 
assessing generalised anxiety disorder: the GAD-7’. Archives of Internal Medicine. 
166(10), 1092-1097. 
 
Sudman, S., & Bradburn, N. (1982). Asking questions: A practical guide to 
questionnaire design. San Francisco: Jossey Bass. 
 
Taylor, J.S., DeMers, S.M., Vig, E.K. & Borson, S. (2012). ‘The Disappearing Subject: 
Exclusion of People with Cognitive Impairment and Dementia from Geriatrics 
Research’. Journal of the American Geriatrics Society, 60, 431 
 
The British Psychological Society (2009), Code of Ethics and Conduct: Guidance 
published by the Ethics Committee of the British Psychological Society. Leicester: The 
British Psychological Society. 
 





The Scottish Government (2014) website as follows:. 
http://www.scotland.gov.uk/About/Performance/scotPerforms/partnerstories/NHSScotla
ndperformance accessed on 24th July 2014 at 5.07pm 
 
The Scottish Government, (2011). A Guide to delivering evidence-based Psychological 
Therapies in Scotland “The Matrix - 2011”. Edinburgh. The Scottish Government.  
The Scottish Government. (2012). Mental Health Strategy for Scotland: 2012-2015. 
Edinburgh. The Scottish Government.  
 
The Scottish Intercollegiate Guidelines Network. (2008). SIGN 50: A guideline 
developer’s handbook. Edinburgh. SIGN. 
 
The WHOQOL Group. (1995). ‘The World Health Organization quality of life 
assessment (WHOQOL): Position paper from the World Health Organization’. Social 
Science and Medicine, 41(10); 1403-1409 
 
Todaro, J., Sears, S., Rodriguez, J. and Musto, K. (2005). ‘The influence of knowledge 
related to organ scarcity and transplant waiting periods on psychological distress’. 
Progress in Transplantation, 15(1):78-85 
 
Tracey, T.J. & Kokotovic, A.M. (1989). ‘Factor Structure of the Working Alliance 
Inventory’, Psychological Assessment, 1, 207-210. 
 
Tukey, J.W. (1962). ‘The Future of Data Analysis’. The Annals of Mathematical 






Turvey, C.L., Conwell, Y., Jones, M.P., Phillips, C., Simonstick, E., Pearson, J.L. & 
Wallace, R. (2010). ‘Risk Factors for Late-Life Suicide: A Prospective, Community-
Based Study’. American Journal of Geriatric Psychiatry, 10(4), 398-406. 
 
Twohig, M.P. (2012). ‘Acceptance and Commitment Therapy’. Cognitive and 
Behavioural Practice, 19(4), 499-507. 
 
Tyrer, P., Nur, U., Crawford, M., Karlson. S., MacClean, C., Rao, B., Johnson, T. 
(2005). ‘The Social Functioning Questionnaire: A Rapid and Robust Measure of 
Perceived Functioning’. International Journal of Social Psychiatry, 51(3), 265-275. 
 
United Nations. (2009). World Population Ageing. New York. United Nations 
Department of Economic and Social Affairs. 
 
Unützer, J. (2007). ‘Late Life Depression’. The New England Journal of Medicine, 357, 
2267-2276.  
 
Unutzer, J. and Bruce, M.L. (2002) ‘The Elderly’. Mental Health Services Research, 
4(4), 245-247 
 
Unützer, J., Katon, W., Sullivan, M. & Miranda, J. (1999). ‘Treating Depressed Older 
adults in Primary Care: Narrowing the Gap between Efficacy and Effectiveness’. The 






Unützer, J., Katon, W., Sullivan, M. & Miranda, J. (1999). ‘Treating Depressed Older 
adults in Primary Care: Narrowing the Gap between Efficacy and Effectiveness’. The 
Milbank Quarterly, 77(2). 
 
van de Mortel, T.F., (2008). ‘Faking it: social desirability response bias in self report 
research’. Australian Journal of Advanced Nursing, 25(4), 40-48. 
 
Walley, T. & Scott, A. K. (1995). ‘Prescribing in the elderly’. Postgraduate Medical 
Journal, 71, 466–471. 
 
Watts, S.C., Bhutani, G.E., Stout, I.H., Ducker, G.M., Cleator, P.J., McGarry, J. & Day, 
M. (2002). Mental health in older adult recipients of primary care services: is depression 
the key issue? Identification, treatment and the general practitioner. International 
Journal of Geriatric Psychiatry, 17, 427-437. DOI: 10.1002/gps.632 
 
Wilson, K., Mottram, P.G. & Vassilas, C. (2009). ‘Psychotherapeutic treatments for 
older depressed people (a review). The Cochrane Collabration. John Wiley and sons. 
 
Yesavage, J. A., Brink, T. L., Rose, T. L., Lum, O., Huang, V., Adey, M., & Leirer, V. 
O. (1983). ‘Development and validation of a geriatric depression screening scale: A 
preliminary report’. Journal of Psychiatric Research, 17, 37-49. 
 
Zhou, W., He, G., Geo, J., Yuan, Q., Feng, H, & Zhang, C.K. (2012). ‘The effects of 
group reminiscence therapy on depression, self-esteem, and effect balance of Chinese 






                                                     
 
